



Attachment and Attitudes towards Support Seeking in Family Carers for  
People Living with Dementia: A Qualitative Enquiry 
 
             







Thesis submitted to the University of Limerick in fulfilment of the requirements for the 
Doctoral Programme in Clinical Psychology (Ph.D.) 
 
 
Course Director: Dr Patrick Ryan, BA. D.Clin.Psych  
 



















































Introduction: This analysis finds itself in the overlap between the Dementia and Dementia 
Care, Attachment, and Social Support literatures. Previous authors call for application of an 
established theoretical framework to exploring support-seeking in Family Carers for People 
Living with Dementia (PLwD). The current research sought better understanding of the role 
of the Family Carer as support recipient in cultivating or hindering support processes and 
related outcomes. Prioritisation of self-care is also considered in the context of the reported 
lived experience of participants.  
 
Method: Family Carers for PLwD (n=20) completed quantitative measures of attachment 
vulnerability. Seven respondents who obtained elevated scores for attachment vulnerability 
attended semi structured interview. Interpretative Phenomenological Analysis provided depth 
of exploration of lived experience.  
 
Results: A narrative comprising four superordinate themes (A-D) was derived. Family Carer 
Relationship to Support (A) and Desired Support (B) appear best understood within the 
context of coping, self-care and defence (C) when in distress (D).  
 
Discussion: This study succeeded in providing insight into the identified gaps in the 
attachment-based dementia care research field. The contribution of findings to existing 
knowledge, and implications for service policy are discussed.  Recommendations for 
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CHAPTER 1: INTRODUCTION 
 
 
1.1 Overview of present study 
The aim of this study is to pursue improved understanding of the role of Family Carers for 
People Living with Dementia (PLwD) as support recipients, in cultivating or hindering 
support processes and positive support outcomes. Bowlby’s (1982, 1969) Attachment Theory 
lends itself to a psychological scientific exploration of beliefs about support seeking and what 
facilitates adaptive support seeking behaviour in Family Carers who report attachment 
vulnerability. A systemic perspective also allows consideration of Carer’s broader resilience 
and self-management as housed within the Attachment Theoretical frames such as those of 
Holmes (2001, p7) and Heard and Lake’s (1997, p.68) proposed theory of companionable 
caregiving.   
Seven Family Carers for PLwD who scored for attachment vulnerability and had recent 
experience of caring for their spouse at home were invited to participate in semi-structured 
interview.   
This study finds that the lived experience of this sample of Family Carers for PLwD is best 
understood in terms of apparent caution in relating to, and dealing with, support providers, 
and a strong wish for a road map to guide their journey as Carer. The felt intensity of these 
wishes are best understood in the context of Carers’ coping, self-care and use of defence 
strategies when navigating unchartered waters and experiencing distress.  
The contribution of this study is to advance the limited understanding of pathways by which 
positive outcomes in Family Carers, and the loved ones they support, are encouraged by 
national policy directives informing practice. Adoption of the systems perspective herein 
offers potential to expand established psychological theory in terms of further understanding 
of the inter-relationship between attachment systems. These include the self-care and 
management, care seeking, intrapersonal defence and exploratory psychological systems 





1.2 Thesis structure 
An outline of the thesis structure follows. Chapter 2 presents the literature review, setting the 
study in its context within the relevant literature base. Conception of the study, participant 
recruitment, data collection and methodology are outlined in Chapter 3. Chapter 4 presents 
the findings through detailed description of superordinate and subordinate themes. Finally, 
Chapter 5 considers the results in the context of the literature, discussing possible clinical 
implications and those for future research. A more detailed outline of each chapter follows.  
 
1.2.1 Chapter 2: Literature review 
 
This chapter opens with a description of the literature search strategy implemented, including 
listing of databases and search terminology utilised. A comprehensive and critical overview 
of the relevant bodies of literature is then provided. Dementia and dementia care research and 
national policy documentation are first introduced by way of setting the scene. National and 
international dementia care policy are discussed, including consideration of recent estimates 
of global and national prevalence projections. Caregiver burden is then explored before a 
narrowing of focus on related relational experiences. Attachment theory is explored as a 
psychological theoretical frame of reference to guide the current exploration of attachment 
and support seeking in Family Carers. The chapter closes with a summary of the rationale for 
the current work and a statement of the research aims and questions.  
 
1.2.2 Chapter 3: Methodology 
This chapter begins with an explanation of the rationale for the chosen qualitative 
methodology; Interpretative Phenomenological Analysis. The participant population, 
inclusion and exclusion criteria and demographic information of the derived sample are 
presented. The research procedure is then described with specific documentation of sampling 
and recruitment processes and the quantitative and qualitative instrumentation implemented. 
Ethical issues pertaining to the participating population and methods are then introduced, 
including reference to special considerations of relevance when interviewing research 
subjects at home. The data management and analysis process is then outlined with emphasis 
on quality assurance and the value of reflexive working in qualitative research.  
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1.2.3 Chapter 4: Results 
Chapter 4 provides an in-depth description of the super- and sub-ordinate themes derived 
from Interpretative Phenomenological Analysis of the interview data. The themes were as 
follows:  
- Superordinate Theme A: Focus on Relationships with Support Providers  
o Subordinate Theme A1: “Caution Maintaining Control” 
o Subordinate Theme A2: Dealing with Systems (including families):  
“The Business of Support Seeking” 
 
- Superordinate Theme B: Focus on Nature of Desired Support 
o  Subordinate Theme B1: Wish for tangible, practical, tailored direction; ‘A Road Map’ 
 
- Superordinate Theme C: Context 1 – Coping, Self-Care & Defence 
o Subordinate Theme C1: “Personal Strength” 
o Subordinate Theme C2: “Meaning Seeking” 
o Subordinate Theme C3: Defence; “Keeping the Bright-Side Out”  
 
- Superordinate Theme D: Context 2- Distress/ Caregiver Strain 
o Subordinate Theme D1: ‘Unchartered Waters’ 
Examples of participant quotes are presented. Explanation of the interpretative process is 
provided, evidencing the development of impressions that shaped the reported findings.  
Themes combine to provide an overall narrative interpretation of the meaning making process 
for the participating sample of Family Carers in provision of care for a loved one with 
dementia, and related attitudes towards support seeking. 
1.2.4 Chapter 5: Discussion 
The final chapter discusses findings, their relation and contribution to existing research and, 
clinical implications informing recommendations for practice. Recommendations for future 





CHAPTER 2: LITERATURE REVIEW 
 
2.1 Chapter introduction 
This chapter introduces the context in which the current research lies in terms of its 
relationship to the existing literature. This analysis finds itself in the overlap between several 
large bodies of relevant literature; the Dementia and Dementia Care, Attachment, and Social 
Support literatures. These fields of research are critically considered, laying a foundation for 
a more focussed critique of existing attachment-based dementia care research. This 
progressive narrowing of focus serves to situate the current research questions in their 
specific context.     
2.1.1 Search Strategy 
Literature searches using the electronic bibliographic databases; Web of Science, Social 
Sciences Full Text TM, Pubmed, the Cumulative Index to Nursing and Allied Health 
Literature (CINHAL Plus ®), PsychARTICLES ®, PsychINFO ®, ERIC, MEDLINE and the 
UK & Ireland Reference Centre were originally conduced in January 2016. Repeat searches 
were later completed in February and July 2017 prior to final submission. Having sourced 
seminal texts, searches were then limited to the past 10 years. Boolean search methodology 
using truncated terms (including; Dement* OR Alz*, caregiv*) and other primary terms of 
interest (i.e. carer, attachment, ‘Support OR Help’ Seeking, Coping, Resilience) was 
implemented. These searches were complemented by further electronic searches using the 
MESH Thesaurus function of The Cochrane Library. Care was taken to ensure literature was 
sourced from journals demonstrating a sufficient Journal Impact Factor (JIF).  
Personal communication with seminal authors and other academic and research departments 
currently working in the field allowed checking for grey literature, including other Masters or 
Doctoral theses, in press at the time of writing. Manual searches of the journals ‘Attachment 
and Human Development’ and ‘Aging & Mental Health’ were also conducted. Finally; 
reference to university websites containing links to relevant academic research (in progress) 
and other relevant websites for national healthcare and government publications 




2.2 Dementia and Dementia Care 
Dementia is a neurodegenerative illness characterised by progressive deterioration in 
cognitive ability and capacity for independent living (Prince et al., 2013b). In the current 
research the term ‘Dementia’ is considered to subsume the most common underlying 
pathologies; Alzheimer’s Disease, Vascular Dementia, Lewy Body and Frontotemporal 
Dementia. Although different in their aetiology, the dementias pose similar challenges to 
sufferers and their Carers given a shared poor prognosis and associated increasing personal 
dependency over time.  
 
2.2.1 International Policy, Prevalence & Strategy 
Dementia is an increasingly widely recognised global public health priority posing a 
significant burden to individuals, communities, and societies (World Health Organisation, 
2016). In late 2013 dementia was identified as a key public health issue at the G8 summit 
with a commitment to establish a cure by 2025 being undertaken (Cahill, Pierce, Werner, 
Darley, and Bobersky, 2015).  The World Health Organisation (WHO) highlight the 
overwhelming impact of dementia, not only on individual sufferers but on families and 
Carers. The most current available prevalence estimates assert a global prevalence rate of 
some 47 million at an annual cost projected to exceed one trillion US dollars in 2018 
(Alzheimer’s Disease International, 2016). Increasing global life expectancy and aging is 
asserted to be fuelling a ‘dementia epidemic’, particularly in low and middle-income 
countries (WHO, 2016). 
United calls for an acceleration in development of policy to challenge the inevitable rise in 
dementia rates across G8 and G20 countries have been at increased intensity in recent years. 
In 2012 the WHO and Alzheimer’s Disease International (ADI) published a joint report 
asserting the extent of increased dementia-related burden forecast up until (and beyond) 
2050. This report includes a specific focus on the experience of Caregivers, emphasising the 
need for pursuit of greater understanding of the challenges they face, informing practice 
through research (WHO & ADI, 2012).   
The challenges posed to families and services tasked with providing care to people living 
with dementia (PLwD) are layered. Complex social and healthcare issues interact in unique 
ways with each individual PLwD’s context. The WHO conducted a Research Prioritisation 
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Exercise in 2016 calling for evidence to support provision of optimal care across residential 
and community settings for PLwD and their families.  Specific reference to the value of a 
holistic approach to understanding individual needs and wishes (WHO, 2016) gives rise to a 
further call for inclusive research whereby a voice is given to primary stakeholders i.e. people 
living with dementia themselves, and their primary Carers.   
Development of The Global Dementia Observatory, an electronic platform for exchange of 
data and knowledge is a recently conceived global initiative developed with the aim to 
improve information sharing across nations to support implementation of best practices 
across political boundaries (WHO, 2017). Again, a focus on support for dementia Carers is 
held central to its asserted mission and vision. The diagram below shows the layered and 
inter-related nature of the challenges posed by dementia from a cross-nation perspective. This 
nested representation of factors places dementia Carers at its centre, giving rise to scope for 
grass-roots research engaging Carers to inform future dementia care practice at outer 
(population and government) levels. The grossly underprepared status of many of the world’s 
countries for an imminent “dementia epidemic” as asserted by Alzheimer’s Disease 
International (Prince et al., 2013a) further supports the need for research at the immediate 
individual level to inform practice at outer tiers (see Figure 2.2.1). 
Figure 2.2.1: The Global Dementia Observatory Conceptual Framework 
 
Source: The World Health Organisation Website [Accessed January 2017]   
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The Chief Scientific Advisor for the Department of Health in the UK recently warned that 
dementia poses the biggest challenges of all health-related concerns to society and healthcare 
provision in the country. He noted a very significant recent set-back encountered by cure-
focussed research whereby the focus of scientific attention over the past 20 years 
(development of a drug to target the mechanism by which aggregated beta amyloid protein 
which contributes to neurodegeneration in Alzheimer’s Disease) proved inconclusive (The 
Times, 2017). Although parallel studies are still in progress; this recent setback emphasises 
the need to balance research priorities between seeking a cure and supporting people with 





















2.2.2 Dementia in Ireland  
- National Prevalence & Policy 
The single most significant predictor of dementia is age (Cleary & McAvoy, 2015). The 
proportion of the population aged over 65 in Ireland is low relative to the rest of Europe. 
However, advances in healthcare and disease prevention and related increased life expectancy 
mean the population of individuals over 65 is expected to double in number from 0.5 million 
in 2006 to over 1 million by 2031 (Central Statistics Office, 2008). Most recent prevalence 
estimates suggest that approximately 47,849 people were living with dementia in Ireland in 
2011. Projected population aging supports estimates of the number of people living with 
dementia to be set to double to approximately 90000 by 2031 (Pierce, Cahill & O’Shea, 
2013). This poses a very significant challenge to policy providers in terms of the necessary 
planning required to prepare for the inevitable societal burden faced. Many challenges will be 
posed in terms of meeting the future healthcare, social and other needs of a population of 
dementia sufferers set to increase exponentially in size.   The average annual cost per person 
with dementia in Ireland is estimated at €40,500, with care for people with dementia 
primarily being provided by family caregivers free of charge. The value of this informal care 
is estimated to be €807 million per annum. (Department of Health (DOH), 2014). 
 
The Irish National Dementia Strategy (DOH, 2014) was developed in response to the 
multiple and layered challenges posed by projected increasing rates of dementia in Ireland. 
This comprehensive and dynamic plan was informed by consultation with multi-professional 
disciplines and stakeholders. A mission centring on protected identity, dignity, and resilience 
of both PLwD and their Carers was developed for the five-year plan spanning from 2011 to 
2016.    Having invited PLwD and Carers to contribute via attendance at workshops convened 
by the Alzheimer’s Society of Ireland, targeted objectives were established with multiple 
aims. Those aims included; increased awareness of the dementias, improved access to early 
diagnosis and intervention, and improved community-based services.  The value of existing 
international policy was recognised in terms of a mirrored focus on consultation with and 
support for Carers, and international best professional practice standards for reference. Given 
that the asserted timeframe for implementation of the strategy has recently passed, now is the 
time for evaluation and realignment of targets. Meaningful evaluation of the current status of 
the identified target areas in Ireland is appropriate. Unfortunately, a recent systematic 
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international review of articles studying the awareness and understanding of the general 
public regarding dementia and Alzheimer’s Disease cites continued common misconceptions 
of the conditions (Cahill et al., 2015). This Irish-conducted international review notes that no 
Ireland-based studies met inclusion criteria, perhaps highlighting a need for increased 
evaluation of dementia strategy implementation here.  
Having highlighted potential gaps in current research at the national level; positive progress 
can also be acknowledged. Ireland has seen very significantly increased investment in 
Dementia Research in recent times including establishment of the Global Health Brain 
Institute, a collaborative venture between Trinity College in Dublin and University of 
California, USA (Trinity College Dublin, 2015). This €138 Million project and increased 
Health Research Board prioritisation gives rise to tentative optimism for the future of 
dementia research. In time, this could translate to hoped-for tangible impact in terms of 
clinical practice and patient outcomes.  The research arm of the National Dementia Strategy 
was launched in February 2016. Continued monitoring and evaluation of progress will 
support its sustainability and provide continued direction in the field.  
The Irish National Dementia Strategy (DOH, 2014) maintains a focus throughout on the 
prioritisation of integrated services for PLwD. This includes a specific focus on the provision 
of tailored homecare packages to enable PLwD to continue to live in their own home if they 
so choose. ‘Future Health: A Strategic Framework for Reform of the Health Service, 2012-
2015 (DOH, 2012) asserts the Irish Government’s aim to ensure more people are cared for in 
their homes for as long as possible through provision of community-based, patient-centred, 
flexible care packages. This document, which complements the later published National 
Dementia Strategy, emphasises the value of existing natural (primarily family-based) 
supports. 
A final policy of relevance to the current research is Ireland’s first National Carers’ Strategy 
(DOH, 2012). Given the consistent citation of the central role held by primary Carers in the 
lives of PLwD, specific targeting of protection of this resource seems logical. The National 
Carer’s Strategy was developed with the intention to recognise and respect Carers as key 
partners and to support them to stay well themselves. The strategy asserts a positive vision to 
empower Carers to ‘care with confidence’, enabling them to participate as fully as possible in 
economic and social life (DOH, 2012 p.2). The strategy frequently cites the government’s 
recognition of the significant, at times overwhelming, demands encountered by Family 
10 
 
Carers, giving rise to hope that their lived experiences are considered by those with the 
political power to make tangible changes in terms of the resources available to them.  
Recent national projects in Ireland, including the Dementia Friendly Communities Initiative 
(Alzheimer’s Society of Ireland, 2011) work to implement real change in terms of the lived 
experience of PLwD and their Carers in Ireland. An emphasis on community education and 
training to improve social environments is maintained by these projects. Information needs 
are asserted to be central in terms of provision of assistance for PLwD and their families. 
These needs include access to medical, social-support, financial and legal information 
sources. (DOH, 2014).  
It is the experience of these family members, identified as primary supports and “stake 
holders” that is of focus in the current research. We explore the lived experiences of often 
elderly spouses and siblings, and adult-children with competing family demands of their own.  
It is the translation of government strategy to the lived experience of vulnerable populations 
that matters most in terms of evaluation of the impact of ambitious published documents. For 
strategy to impact meaningfully on target populations there must be follow-through on 
promises to evaluate progress. This would inform evolution of services in line with the reality 
on the front line of dementia care.  It is these observations that in part provide rationale to the 














2.3 Caregiver Burden 
 
2.3.1 Experience of Burden among Family Caregivers 
The literature base relating to the experience of family (informal and unpaid) caring for 
PLwD is extensive. The terms ‘caregiver burden’ or ‘caregiver strain’ are most often used to 
describe the overall toll experienced by Carers in direct relation to their provision of care for 
a loved one. Zarit, Todd & Zarit (1986) defined caregiver burden as:  
‘the degree to which a Carer’s emotional or physical health, social life or financial status has 
suffered as a result of caring for their relative’ (Zarit et al, 1986, p. 261).  
This seminal review article highlights the high level of physical, psychological, emotional, 
behavioural and financial difficulty that may be experienced by informal caregivers. Poor 
physical and psychological health outcomes for those caring for a PLwD on an informal basis 
are consistently cited across cultures in the literature (e.g. Chiao, Wu & Hsiao., 2015). One 
recent systematic review by Van der Lee, Bakker, Duivenvoorden & Dröes (2014) notes 
division of determinants of caregiver burden between PLwD characteristics and symptoms, 
and caregiver attributes. These authors cite research highlighting the significantly negative 
impact of PLwD disease-related behavioural challenges on Carers, with some 86% of 
problems encountered by Carers relating to these symptoms (Peeters, Francke, Van Beek, 
Meerveld, 2007). The seminal work of Lazarus and Folkman (1984) offers a potential 
explanation for variability in carer coping. They assert that an emotionally demanding event 
does not automatically elicit distress but that the appraisal of an event is what contributes to 
an individual’s personal subjective distress. This suggests scope for intervention targeting 
increased resilience and self-efficacy in Carers experiencing distress. Existing research 
appears primarily focused on identification of discrete personality correlates (e.g. Etters, 
Goodall, & Harrison, 2008) and cognitive attributional tendencies (e.g. Snyder et al., 2015) in 
examining their relation to subjective distress and caregiver burden.   
Early models of carer burden and stress, e.g. those posed by Zarit et al. (1986) and Pearlin et 
al. (1990) (cited in Dark Freudeman, Greskovich & Terry, 2016), consistently assert the 
mediating action of coping and social support in the relationship between the demands 
involved in provision of care to PLwD and carer wellbeing. Social support and coping are 
asserted to impact on carer stress in dynamic ways, impacting on both the Carer’s perception 
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of difficulties encountered and consequences in terms of measurable impact on their quality 
of life.  
Dark-Freudeman et al. (2016) (later outlined in Table 2.4.3, p. 23) provide a review of 
caregiver stress literature and outline some of the common demands faced by Carers for 
PLwD. They list ‘demand characteristics’ of influence in caregiver stress. These include 
variable severity of illness and associated carer tasks along with the individual Carer’s 
perception of those demands as more or less stressful. The mediating role of both ‘coping’ 
and ‘social support’ are of direct interest to the present research given its focus on the 
attitudes of Family Carers towards support seeking. Multiple studies have consistently 
reported the influence of attachment style on coping and support seeking behaviour. 
Relational models are therefore later introduced here as offering potential insight into the 
dynamic interaction of personal determinants of caregiver burden.     
The challenges posed to Family Carers for PLwD are complex, layered and dynamic and 
their impact should not be underestimated. Carers are asserted to experience complicated 
grief reactions in relation to losses both before and after the death of their loved one (Chan, 
Livingston, Jones & Sampson, 2013). Feelings of anger, guilt, frustration, and ambiguity 
regarding the future are reported to be core elements of this experience. Chan et al. (2013) 
further assert that varying expressions of grief between male and female, adult-child and, 
spousal Carers can inform tailored professional practice with Carers from different 
demographic groups.  
O’Dwyer, Moyle, Zimmer-Gembeck, De Leo (2012) examined the experience of suicidal 
ideation among Family Carers for PLwD in U.S and Australian samples of Family Carers. 
They report that twenty-six percent of Carer participants had contemplated suicide more than 
once in the previous year. They also note that only half of these Carers had ever shared these 
difficult experiences with others and close to 30% reported they were likely to attempt 
suicide in the future. Although this study implemented a relatively small sample size (n=120), 
it’s examination of carer distress in economically developed countries comparable to Ireland 
further supports a need for expedited improvement in factors contributing to any indicated 
unacceptably high level of distress and burden in Family Carers here. 
Brown & Brown (2014) offer a contrasting perspective on the experience of provision of care 
to a loved one living with dementia.  They suggest that the overall negative evaluation of 
caregiving is somewhat unjustified. They cite research indicating reduced mortality and 
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health and well-being benefits in the context of caregiving. Brown & Brown refer to 
‘negative messaging’ whereby the central message to Carers and relevant professionals is that 
caregiving is fundamentally harmful to the caregiver. This negative filter is suggested to 
extend from well-intentioned (yet biased) research, to the carer information resources this 
work informs.  Brown & Brown (2014) challenge this negative message citing its overly 
general nature and lack of specific identification of causal relationships. They list multiple 
potential confounds in caregiving research suggesting that many (e.g. environmental 
variables such as family conflict and financial difficulty) may be of influence in any observed 
wellbeing outcomes, independent of provision of caregiving. These authors take a potentially 
controversial position in a sensitive debate. However, this alternative perspective may 
encourage implementation of creative research methodology to explore valid questions 
regarding what it is about caregiving that relates directly to negative reported outcomes.  
Qualitative research methodology such as that implemented in the present study may provide 
means of developing understanding beyond the constraints of quantitative measures of 
wellbeing which impose prescribed parameters for responses. Carefully conducted, 
explorative research may yield a more balanced view where potential sources of bias are 















2.3.2 Experience of Burden in Irish Family Caregivers 
Statistical data about the provision of informal care within families in Ireland is relatively 
scarce (Care Alliance Ireland (CAI), 2013). However, inclusion of a question relating to 
family caring in each census since 2002 has allowed tentative assertion of a steady increase in 
numbers providing care to a family member in homes across Ireland. The most recent 
available data shows that 4.1% of the total population were providing unpaid assistance to 
others in April 2011 (CAI, 2013). Updated census information regarding Health, Disability 
and Carers is due to be published in November 2017 (Central Statistics Office, 2016).  
The National Dementia strategy acknowledges the significant impact of provision of care for 
a loved one on the Family Carer. It cites the serious adverse impact demands relating to 
providing care can have on carer health, psychological wellbeing, work and social life, and 
the relationship they have with the PLwD. The requirement for continuous adjustment and 
adaption in line with the progressive nature of dementia is highlighted, and specific 
objectives identified relating to support for Family Carers. Many of the strategy objectives 
hold a joint focus on PLwD and their Carers, emphasising the close shared challenges posed 
by the disease and mutual need for support. Integration of services, supports, and care for 
PLwD, and their Carers, are prioritised. Need for improved co-ordination between public 
(primary, secondary and specialist) health services, including a specific target for improved 
guidance through established care pathways, are emphasised. Carers are held central to a 
further strategic objective relating to training and education, and encouragement of increased 
confidence and competence among informal Carers. Finally; The National Strategy for 
Dementia (DOH, 2014) makes a specific call for research to develop understanding of the 
experiences of PLwD and their Carers. This dual-targeting of objectives is creative and 
ambitious. Evaluation via research and appropriate follow up on recommendations would 
help ensure strategic planning translates to meaningful improvement in the lived experience 








2.3.3 Caregiving Experience and Relationships 
Loss and grief are repeatedly cited core elements to the experience of those affected by 
dementia across the related literature base, as briefly explored earlier in this chapter. 
However; this understandable, yet limited, view may sell short the potential richness of 
personal insight offered by some of life’s seemingly most unfair struggles.  
Brown (2016) offers an alternative perspective on the potential for remarkable insights in 
terms of a PLwD’s retention (as opposed to loss) of self in the years between onset and later 
stages of illness. Brown considers the relational, interactive quality of the self, a self that 
resides in the minds of others. Full discussion of the philosophical theories of self is beyond 
the scope of the current introduction. However, turning to fundamental existential questions 
about the meaning and inherent value of a coherent self, one independent of the other, gives 
rise to a fresh perspective on dementia. A perspective focussing on the years between onset 
and later stages is perhaps one less dominated by a lens trained on negative experiences such 
as loss.  
Bowlby and Ainsworth’s attachment based perspectives (later explored in depth) emphasise 
the importance of our social and familial interaction in the development of a relational 
identity (Bowlby, 1977). Attachment survives loss of mental faculties and indeed death, 
suggesting a locus of identity located between the self and other (Brown, 2016). With 
recognition of the concept of a ‘self” as malleable and perspective-dependent comes a 
freedom to recognise the development of surviving, and indeed flourishing selves in the 
context of lost other ‘selves’ in dementia. Brown (2016) asserts the increased prominence of 
Kitwood’s (1997) experiential (feeling, sensing) self in the context of progressing dementia 
where the adaptive, socially constructed self (as, for example; mother, sister, grandmother, 
former telephone operator, and opera singer) can be seen to diminish.  
Increased understanding of fragmentation of self in the context of dementia could perhaps 
inform meaningful reappraisal by Family Carers experiencing complicated grief including 
gradual loss of companionship and connectedness (i.e. relationship) throughout the 
progression of disease (Chan et al., 2013) as cited previously in this chapter.  
Existing research exploring relational elements of the experience of those affected by 
dementia tends to focus on reported relationship quality throughout the caregiving career (as 
most research draws on Caregiver experiences over those of PLwD). La Fontaine and 
Oyebode (2013) conducted a systematic synthesis of eleven qualitative research studies 
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concerning the impact of dementia on family relationships. They derived superordinate 
themes centring on; a shared history (including feelings of disconnectedness) and, negotiation 
of the impact of dementia on relationship, among others. Larger scale, quantitative research 
by Shim, Barroso, Davis (2012) reports a negative relationship between appraisal by Spousal 
Caregivers of past and present relationship quality with the PLwD and reported burden 
associated with their role as Caregiver. Those who report positive past and present 
relationship quality report lower burden than those who report a focus on lost relationship and 
own unmet needs as Caregiver (Shim et al., 2012) (See Summary Table 2.4.3, p. 23). They 
provide an exploration of how meaning is found in relationship with PLwD and the value of 
adaptive support seeking and protective attitudinal factors in Family Carers. Development of 
a subjectively valued identity as Carer appeared protective.  These are elements of particular 
relevance to the current research.  They conclude with advocacy for relationship-focussed 
interventions for Carers.  
Explorative research implementing qualitative methodology could prove beneficial in terms 
of further development of understanding of the interplay of various perceptions of change 
(including loss and gain) in the relationship dyad between Caregivers and their spouses living 















2.4 A Psychological Theoretical Frame of Reference: Attachment Theory 
2.4.1 Attachment  
As my study of theory progressed it was gradually borne in upon me that the field I had 
set out to plough so light-heartedly was no less than the one that Freud had started tilling 
sixty years earlier, and that it contained all those same rocky excrescences and thorny 
entanglements that he had encountered and grappled with – love and hate, anxiety and 
defence, attachment and loss. – John Bowlby (1982, 1969 p. xxvii, cited in Heard & Lake 
1997) 
Having reviewed the dementia care literature base, it is the primarily relational nature of both 
the changes experienced and the challenges presented to Family Carers for PLwD that strikes 
the reader. Emphasis on changes to relationships with loved ones, and the necessity for 
development of constructive relationships between Carers and support-providers are 
consistently referenced within the research literature and by national policy documents 
respectively. It will be argued here that John Bowlby’s Attachment Theory (Bowlby, 1982, 
1969, cited in Heard & Lake, 1997 p.38) offers perhaps the best established and most 
empirically tested means of considering relational processes, particularly those elicited when 
a person perceives threat and requires care or support. It is the author’s opinion that 
Attachment Theory offers a frame that lends itself not only to understanding of the 
experiences of Family Caregivers in their own care-seeking journey, but also the challenges 
posed to professionals and services in striving to provide a ‘secure base’ of felt and 
meaningful support. 
John Bowlby asserted that humans are born with an innate and evolutionarily adaptive 
attachment behavioural system that drives motivation to seek proximity (and care) from 
significant others when under perceived threat (Bowlby, 1982, 1969 p.258). Dyadic action of 
early efforts to seek care by an infant and the quality of the response provided by the 
attachment figure (usually a parent) are held central. Their unique quality is asserted to create 
internal working models of relationship in the developing child, i.e. sets of expectations of 
others and beliefs about the self. Bowlby (1973, p.148) (cited in Heard & Lake 1997 p.46) 
described optimal quality responses by the attachment figure to a child’s communication of 
need. Optimal responses are asserted to support development of an inner sense of security, 
and later beliefs that others are available for help when requested and about the world as a 
fundamentally safe place. In this scenario support-seeking is experienced as rewarding in 
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terms of helping to regulate distress. Conversely; when attachment figures are rejecting, 
unavailable or unpredictable in their response to calls for help, the model predicts a different 
set of expectations in the developing child. Development of a sense of security is undermined 
and secondary strategies are called for by way of regulation of distress; primarily centring on 
anxiety and avoidance. Mikulincer & Shaver (2007) (cited in Mikulincer & Shaver, 2009) 
suggest that a range of maladaptive beliefs about the self, including self-related doubts giving 
rise to associated emotional problems, stem from this suboptimal foundation.  
Bowlby (1982, 1969) defined these various mental schemas for self, others, and relationship 
to others as a person’s Attachment Style. This seminal work described three styles of 
attachment (Secure, Anxious and Avoidant) which laid the foundation for a vast body of later 
research and development of multiple models of attachment.  Perhaps most significant is the 
asserted temporal consistency of these learned schemas (mental representations or ‘working 
models’) for relationship (Mikulincer & Shaver, 2009), and yet their malleability (Mikulincer 
& Shaver, 2003). Attachment style-based working models for relationship both pervade 
throughout the life span and yet remain adjustable dependent on the perceived demands of 
complex social situations (Mikulincer & Shaver, 2003).   
The attachment system continues to impact on adult relational behaviour in more abstract 
ways than the asserted more fundamental safety-focussed and proximity-seeking manner of 
an infant under threat. In adults, the proximity-seeking strategy is suggested to activate 
mental representations of attachment figures. These representations can become a symbolic 
source of protection (or otherwise). Furthermore; groups of others and organisations, and 
even symbolic figures such as a higher power, can become attachment figures (and targets for 










2.4.2 Attachment, Support Seeking & Related Systems for Self-Care.  
Bowlby (1982, 1969) described a goal-corrected behavioural system as key to his theory of 
instinctive behaviour (an integral component of his broader attachment theory). He 
considered care seeking and caregiving behaviour, taking the mother-child dyad as the 
original attachment partnership, from which scripts for later relating to attachment figures are 
developed. Bowlby observed that care seeking and caregiving behaviours work in a 
complementary manner within this (and later dyads). Care seeking behaviour is activated 
under conditions such as; hunger, cold, fatigue or other distress-evoking states in the child, 
perceived loss of proximity of the mother (or anticipation of same), or other environmental 
(primarily alarming and strange) situations encountered by the child (Heard & Lake, 1997, 
p.54).  
Bowlby (1982, 1969) emphasised the mutual-dependence in the care seeking-caregiving 
dyadic process. Neither the careseeker nor caregiver can achieve their goal (i.e. of care 
seeking or care giving) without the cooperation of the other. He asserted that each partner 
attempts to gradually alter the goal seeking behaviour of the other in order to have their own 
needs met. It follows that in the case of sub-optimal provision of care, the care seeker will 
develop the adaptive strategies (often anxiety and avoidance centred) earlier discussed. 
Adoption of these strategies can in turn evoke implementation of coercive strategies by the 
caregiver, thus encouraging development of an unhelpful cycle of maladaptive relating in 
which neither party is likely to reach the desired state (Heard & Lake, 1997, p.76). 
Heard and Lake (1997, p.67) derived a complex theory of companionable caregiving whereby 
instinctive goal-corrected instinctive behavioural (interpersonal caregiving and care seeking, 
intrapersonal defence, exploratory and sexual) systems comprise a supraordinate system for 
self-care and management. Although somewhat convoluted in its description, their model of 
interaction between inter- and intra-personal systems, and their relationship to learned 
expectations of relationships (i.e. as differentiated by experience of supportive-
companionable versus dominating/submissive caregiving), gives rise to important 
considerations in the current research. Secure attachment, as predicted by the experience of 
supportive-companionable caregiving by attachment figures, encourages an “accepting, 
sensitive, interested, cooperative, and developmentally appropriate pattern of relating” (Heard 
& Lake, 1997 p. 76).  
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This pattern is asserted to equip offspring with the propensity to feel increasingly 
autonomous in caring for themselves and seeking help from trusted others when perceived 
stress exceeds personal resources to cope.  The asserted inter-dependent nature of the sub-
systems (particularly the care seeking, intrapersonal defence, and exploratory systems) 
support predictions that Family Carers who report increased attachment vulnerability are 
likely to demonstrate reduced functioning in these related realms. Heard & Lake (1997, p.76) 
further assert that a domino-effect of sorts can develop whereby frustration and/or anxiety 
relating to the failure to meet needs within one sub-system exacerbates strategies (e.g. anxiety 
and/or avoidance) which are of further negative influence on reaching other intra- or 
interpersonal goals. This work inspires the current complementary focus on self-care among 
Family Carers.   
The broader social support literature base offers other established conceptual frames within 
which to consider Family Carers’ attitudes towards seeking support. Feeney & Collins (2015) 
provide a comprehensive perspective on wellbeing within and outside the context of 
adversity. They propose a model of the mechanisms by which psychological wellbeing may 
be affected by receipt of social support, and assert that; 
 
‘there is a clear gap in the literature on the role of the support-recipient in cultivating or 
hindering support processes and positive support outcomes, and this is a high priority for 
future research’.  
(Feeney & Collins, 2015, p.131)       
 
The model of thriving through relationship proposed by Feeney and Collins (2015) asserts the 
responsibility of the support seeker to communicate their needs in order to facilitate 
attunement-based responsiveness in the support provider. This work, when viewed through 
an attachment lens, gives rise to somewhat unidirectional questions about care seeker 
strategies and their success. However, when taken in the context of the work of Heard and 
Lake; the complex reciprocity of these interactions between seeker and provider becomes 
apparent. It is the relationship between these dynamic inter- and intra- personal concepts that 




2.4.3 Attachment and Support Seeking in Dementia Care 
Having introduced the wider attachment and support seeking literature; its application to the 
consideration of the experience of providing care to a person living with dementia is now 
explored.   
One recent systematic review of attachment in PLwD and their Carers drew an interesting 
parallel between reported carer burden and attachment security in the PLwD. Carers caring 
for a securely attached PLwD reported less burden than those caring for an insecurely 
attached relative (Nelis, Clare & Whitaker, 2014). These findings support the suggestion that 
attachment may be related to PLwD willingness to receive care. The current research will 
consider a similar action but in terms of Carer (not PLwD) attitude towards support seeking 
from both formal and informal sources. Improved understanding of the role of Family Carers 
as support recipients, in cultivating or hindering support processes and positive support 
outcomes is sought. 
Nelis et al. (2014) reviewed eighteen relevant pieces of research, with the greatest proportion 
focussing on caregiver attachment. This extensive review cites several longitudinal studies of 
direct relevance to the current research, some of which assert that attachment security has 
important consequences in terms of the psychological wellbeing of the Family Carer. Cooper 
Katona, Orrell & Livingston (2008) implemented longitudinal methodology with Carers for 
people with Alzheimer’s Disease and demonstrated higher levels of depression and anxiety in 
Carers who reported more insecure attachment.  Nelis et al. (2014) also cite the work of 
Perren, Schmid, Herrmann, Wettstein, (2007) who showed securely attached Carers had 
higher levels of well-being over a 2-year period than those with insecure attachment.  
An early study of Family Carers for PLwD by Markiewicz, Reis & Gold (1997) suggested 
consequences of carer attachment pattern on the quantity of, and satisfaction with, social 
support. This effect was reported to be independent of dementia severity, relationship to the 
care recipient, and gender. Carers reporting anxious and ambivalent attachment styles 
reported greater emotional distress attributed to caregiving and cited less social support. 
Attachment avoidance was shown to relate to greater likelihood of the PLwD being placed in 
residential care. 
Nelis is a leading voice in the attachment-informed research in the dementia care field and 
notes the small number of studies having been conducted in the area relative to the vast 
amount of attachment research with children. This is surprising given Bowlby’s early 
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assertion of the nature of attachment in humans pervading ‘from the cradle to the grave’ 
(Bowlby, 1982, p. 129).  
Further recent studies highlight the potential for attachment-informed intervention within 
dementia care. Nelis et al. (2012) assert the importance of attachment representations for both 
members (caregiver and careseeker) of the dyad. However, they found that working models 
for attachment in each relationship partner did not predict levels of wellbeing in the other 
member. Monin, Schulz, Kershaw (2013) examined caregiving spouse’s attachment 
orientations and the physical and psychological health of loved ones with Alzheimer’s 
Disease. They report that attachment insecurity in PLwD predicts more physical and 
psychological symptoms, particularly when their caregivers report anxious attachment. This 
gives rise to further assertion of the potential value of attachment-informed intervention. 
Chen et al. (2013) report awareness of attachment script to be predictive of quality of 
relationship between Carers and PLwD via moderation of expressed emotion. They suggest 
that level of caregiver negative expressed emotion mediates quality of care provision. 
Exploration of the pathways for these interactions through an attachment systems lens such as 
that proposed by Heard and Lake (1997, p.67) could further inform attachment-based 
intervention. These potential mechanisms, difficulties with their measurement and associated 
derivation of clinical implications informing practice are most appropriately discussed in 
detail in the concluding chapter to this research submission.     
Werner, Goldstein, Karpas, Chan, & Lai (2014) offer valuable insight into the barriers to 
adaptive support seeking in the context of dementia. Their systematic review of the literature 
draws on the findings of 48, mostly qualitative, peer-reviewed studies. Although somewhat 
over-general in their grouping of studies to include help seeking both by PLwD themselves 
and their Carers, their assertions offer direction in a field where research attention is 
considered lacking, and an over-emphasis on the experience of ethnic minorities is observed 
(Werner et al., 2014). The authors summarise the main barriers to help seeking including; 
stigmatic beliefs and shame, poor understanding of dementia, and lack of trust or negative 
experiences with formal healthcare services. They also cite social barriers to help seeking 
including low education, being a minority and having low income. In addition, a tendency for 
preference for support from close relatives over professional services is indicated. The 
authors call for further research exploring what facilitates help seeking in dementia care, 










Aim: An examination of the relationship between attachment style, perceived social 
support, symptoms of depression, and coping in Family Carers. 
 
Method: Quantitative measurement of attachment, social support and depressive 
symptoms among Family Carers (n=40). 
 
Results: Family Carers who reported greater attachment insecurity also reported higher 
levels of depressive symptoms. Social support did not differ by attachment security, 
however; higher levels of attachment avoidance related to lower levels of perceived 
social support. Secure caregivers gave advice centering on proactive coping (take care 
of self, seek help); insecure caregivers were observed to give advice centering on 
emotion-focused coping (e.g. supportive self-talk). 
 
Clinical Implication: Support provided for consideration of attachment in 







Aim: An explorative evaluation of the meaning espoused by Carers of their role. 
 
Method: Qualitative Analysis of Interview (n=29) & Newspaper (n=43) Narrative 
data. 
 
Results: Demonstration of the anchoring of dementia care within a frame of reference 
akin to that for mother-child nurturance and protection among Carers. Carers are 
reported to ascribe the role of ‘helpless clinging child’ to the PLwD, to prioritise 
responsibilities as Carer over all else (including self-care activities), and to consider 
themselves the person best placed as primary caregiver.  
 
Clinical Implication: The authors argue that social representations of the role as Carer 
contribute to reported over exertion and poor support seeking.  
 
Shim et al. 
(2012) 
Aim:  Exploration of how meaning is found in relationship with PLwD. 
 
Method: Qualitative (Latent Content Analysis) of Longitudinal Interview (n=57) Data 
with Family Carers (n=21).   
 
Results: Mutuality in relationship predicted less depression among Carers. Protective 
factors are listed including; active support seeking, choosing a positive attitude, 
maintaining a focus on blessings, and; possession of faith, love and social support.  
 
Clinical Implication: Advocacy for relationship-focused intervention; i.e. coaching 
relationship building skills and empathy building techniques. 
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2.5 Chapter Conclusion 
 
2.5.1 Summary of Research Rationale 
This introductory chapter serves to set the context within which the present research lies. It 
primarily serves to describe the rationale for the current work. In summary; a projected global 
dementia epidemic has been discussed that poses challenges at both national economic and 
more social, and personal levels. A moral call for reduced personal burden for families is 
supported by research reporting significantly increased risks to wellbeing for Family Carers.  
Repeated calls for application of an established theoretical framework to exploring optimal 
care, including understanding help-seeking for dementia, have been introduced. Broad calls 
for research exploring the role of the support recipient in cultivating or hindering support 
processes and outcomes inspire the current research. Specific calls are made for attachment 
based research and for a focus beyond the attachment style of the PLwD only. 
The current study is of significance on a number of further levels. It aims to address specific 
gaps highlighted within the dementia care research field while providing scope for theoretical 
generalization of findings. A recognised lack of knowledge regarding the pathways to more 
positive outcomes for Carers, as derived by research methodology implementing appropriate 
monitoring for bias, has been explored. These combined observations inspire a narrowing of 
focus to attachment and related attitudes in Family Carers. The current idiographic enquiry is 
also conducted with the aim to inspire further questions which may act as a catalyst for 
continued investigation.  
Increased understanding of how attachment security or insecurity may relate to cultivation 
and/or hindrance of support processes among Family Carers for PLwD is sought. This insight 
should relate to what factors facilitate adaptive support seeking behaviour (including 
proactive informal outreach and formal engagement with services) in Carers. Attachment 
informed practice in intervention could see identification of at-risk Carers and tailored 
approaches to support provision. These objectives therefore have clear short and longer term 
clinical implications.  
Finally; adoption of a systemic lens informed by established psychological theory offers 
scope for further understanding of the inter-relationship of reported selfcare and management 
systems with care seeking, intrapersonal defence and exploratory psychological systems 
(asserted by Heard & Lake, 1997, p.68) at play in Family Carers approaches to adversity.  
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2.5.2 Research Aim and Questions 
A focus on the lived-experience of participants is adopted by way of exploring relationally 
based meaning-making among Family Carers in relation to their provision of care for a loved 
one with Dementia. This participant-as-expert approach is conducted in the hope of seeking a 
rich and coloured account of Family Carer approaches to (i.e. cultivation and/or hindrance of) 
support processes. Secondary aims include; an exploration of Family Carer prioritisation of 
self-care, to guide relationship-based intervention with a vulnerable population that is 
predicted to grow exponentially in size, and to inspire and inform further research.   
In summary; the current research aims to provide insight, increasing understanding of the 
following:  
- What is the role of the support recipient (family carer) in cultivating or hindering support 
processes and positive support outcomes? 
- What facilitates adaptive support seeking behaviour in Family Carers who self-report 
attachment insecurity? 
- Do Family Carers for PLwD who report attachment insecurity demonstrate maladaptive 
beliefs regarding support seeking? 













CHAPTER 3: METHODOLOGY 
 
3.1 Chapter introduction 
This chapter first introduces the rationale for implementation of a qualitative method before 
describing the chosen methodology, Interpretive Phenomenological Analysis (IPA) (Smith, 
Flowers & Larkin, 2009).  Information about the participants is also presented. An overview 
of the research procedures then follows. The chapter closes with a guide to the process of 
analytical engagement with the data, consideration of reliability and validity issues and a 
reflection on the research process.  
 
3.2 Rationale for Methodology 
Debates about the implementation of qualitative methods over quantitative procedures alone 
have been outlined by Smith, Flowers, and Larkin (2009). Dark-Freudman et al. (2016) cite 
calls for smaller-scale studies implementing both quantitative and qualitative methodology in 
the caregiving - social support field. Feeney & Collins (2015) make an indirect call for 
qualitative research; advocating for pursuit of an understanding of dyadic interactions in 
support seeking across caregiving populations.  Quantitative research tends to quantify 
psychological phenomena implementing categorical procedures at the expense of the 
potential to isolate and analyse quality data at the case level (Smith et al., 2009).  
“Acquaintance with particulars is the beginning of all knowledge – scientific or 
otherwise … starting too soon with analysis and classification, we run the risk of 
tearing mental life into fragments and beginning with false cleavages that 
misrepresent the salient organisations and natural integrations in personal life”  
(Galton, 1883, cited in Smith et al. (2009, p. 31)).  
Predefining of very specific target data can be of benefit to some types of research. However, 
use of quantitative methodology would be likely to limit the scope for exploration sought in 
the current work.  I suggest that a qualitative methodology affords an opportunity to tap the 
richness of relational transactions likely to be held central to the lived experience of those 




3.3 Interpretative Phenomenological Analysis 
Interpretative Phenomenological Analysis (IPA) offers a thorough and systematic approach to 
open-ended research questions. As a Scientist-Practitioner, the author can draw parallels 
between IPA and application of psychological models to therapeutic work.  
Phenomenological research offers a means of seeking understanding of uniquely personal 
experience. Smith et al. (2009) suggest that; 
 ‘complex understanding of ‘experience’ invokes a lived process, an unfurling of perspectives 
and meanings, unique to the person’s embodied and situated relationship to the world’ 
 (Smith et al. (2009, p. 21)) 
In the current research; questions centre on individual approaches to support seeking as 
situated within a unique, and complex, personal context i.e. caring for a loved one living with 
dementia. IPA offers an idiographic focus on the particular (Smith et al. 2009). This fosters a 
recognition of the importance of the unique context in which each participant finds 
themselves. The current research seeks an understanding of participants’ meaning making as 
perceived through the unique lens of the researcher.  
Smith et al. (2009) coin the phrase ‘double-hermeneutic’ in defining a concept whereby 
subjective sense-making takes place on a number of levels in IPA. Firstly; a researcher 
engaged in IPA holds a primary focus on the participant’s own interpretive process in making 
sense of their experience by drawing on conscious thought, perception, memory, emotion, 
and action in particular (Smith, 2013). Secondly; the researcher’s process in interpreting the 
participant’s ‘sense-making’ process, striving to attain a sense of their inner world, is 
recognised as another pillar to the overall interpretation and analysis. This strong hermeneutic 
stance was of appeal given the current author’s acknowledgement of personal experiences 
inspiring interest in the dementia-care area. IPA offers a methodology in which bias (and 
other internal processes) on the part of the researcher are held in check, and indeed used to 
further enrich the analytic process. The current research focus on human attachment and 
relating further supports use of a methodology encouraging formation of a relationship with 
the collected data whereby the researcher’s own interpretive (and relational) lens is held 
central to the analytical ‘meaning making’ process. 
Other qualitative approaches to research were considered (e.g. Thematic Analysis) but not 
pursued given the limited scope to obtain the depth of understanding desired. Literature 
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focussing on support seeking in dementia Caregivers (e.g. Toepfer et al., 2014) suggests 
potential complexity in how individuals perceive the stresses involved in providing care and 
how they seek support. A grounded theory approach could have been argued to offer 
potential insight in the current research questions, however, given that development of formal 
theory was not a primary aim, this methodology was also rejected.  
As a Psychologist in Clinical Training, the reflexive approach to research inherent to the IPA 
method was of appeal given that the ultimate aim of applied psychological research is to 
inform clinical practice. A method with strong parallels to the likely means by which 
practical recommendations for practice may be met could potentially help to streamline the 
translation of research to practice. Such a methodology speaks both of, and to, relational 
processes. Research drawing on shared (interpretative) elements of research methodology and 
clinical therapeutic practice is likely to support a bridging of the research-practice gap.    
 
3.4 Participants  
3.4.1 Participant Population 
Family (Spousal) Caregivers for People Living with Dementia (PLwD) who attend either of 
two facilitating Mental Health Services for Older People in the HSE West and South areas, 
and who met the inclusion criteria summarised below were invited to participate. These 
Health Service Executive Services provide support to PLwD who present with behavioural 
and/or psychiatric symptoms (BPS). Representatives for each of the respective services 
reported significantly high Caregiver stress/burden among service-using family Caregivers. 
These representatives (Senior Clinical Psychologists) facilitated the identification of 27 
potential participants. An invitation letter, including information regarding consent (see 
Appendix A) was sent to these twenty-seven family Caregivers. Twenty of these individuals 
agreed to take part in the first (quantitative screening) stage of the study. Ten individuals 
were subsequently identified as scoring for significantly high attachment vulnerability. Nine 







3.4.2 Inclusion & Exclusion Criteria 
Inclusion Criteria:  
Irish Family (Adult Spousal) Caregivers who; 
• lived with & cared for a family member with dementia, or had done so in the 2 years 
preceding participation,  
• cared for family members with mid-later stage dementia as identified via the tiered 
approach adopted by the services at the time of participant recruitment. 
• cared full-time or held part-time employment but identified primarily with their role 
as a Caregiver.   
Facilitating services track duration of illness and symptom severity in the people living with 
dementia and offer access to Caregiver group support tailored to the PLwD’s level of need. 
Participants were asked at interview to indicate the length of time they have been the person’s 
primary Caregiver and whether they considered themselves their spouse’s primary Caregiver. 
This allowed control for any very significant differences in the circumstances of participants 
within the sample. However, it was acknowledged at the outset that these controls were not 
implemented in the robust manner required of research primarily aiming to attain empirical, 
over theoretical generalizability. A degree of flexibility was maintained given difficulties 
with objective definition of the PLwD stage of illness. No differentiation between various 
forms of dementia was implemented in the current design.  
Exclusion Criteria  
Family Caregivers were requested to provide their informed consent to participate. An 
information sheet and plain language statement detailing exclusion criteria was provided to 
prospective participants (See Appendix B(i)-B(iii)).  Senior Clinical Psychologists 
representing the participating services were consulted regarding suitability of eligible 
participants following initial quantitative screening. These gate-keeping service 
representatives had access to relevant clinical information about prospective participants 
which may have affected individual participant suitability. They were asked to exclude 
individuals from the study should they have had reason to believe the individual was likely to 
become significantly distressed by the experience of interview. These service representatives, 
having access to the MDT working to support the Caregiver’s loved one, were considered 
best placed to exclude potential participants on clinical grounds. These otherwise 
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unforeseeable factors may have included; perceived lack of experience of acting as primary 
Caregiver for a PLwD, limited reflective capacity or ability to articulate that could potentially 
have contributed to distress (and/or impact negatively on collection of reliable, valid 
interview data), or other factors whereby participation was considered unreasonably likely to 
be to the detriment the Caregiver’s wellbeing or that of the person they cared for. 
Accommodations were offered to one female participant for whom English was not her first 
language, however this lady ultimately chose not to participate despite meeting inclusion 
criteria.   
 
3.4.3 Demographic information 
Table 3.4.3 presents basic demographic information of the derived sample of interview 
participants including their age range category and number of years of experience as 
Caregiver for their spouse at home. The latter figure was felt more representative that than 
‘years since spouse’s dementia diagnosis’ given that one participant reported that her husband 
had recently moved into residential care following several years being cared for at home.   
Table 3.4.3: Participant Demographic Information 
Participant Number Participant 
Gender 
Age Range No. Years as 
Spouse’s Primary 
Caregiver. 
#003 Female 65-70 1 
#005 Male 65-70 6 
#007 Female 60-65 7 
#011 Female 75-80 4 
#014 Female 75-80 5 
#017 Male 60-65 4.5 




3.5 Quantitative Instrumentation 
The Vulnerable Attachment Style Questionnaire (VASQ) (Bifulco, Mahon, Kwon, Moran, 
Jacobs, 2003) (Appendix H) was utilized as a screening measure for attachment insecurity in 
participating Family Caregivers. This quantitative measure of adult attachment offers 
dimensional measurement of degree and type of attachment insecurity and vulnerability to 
depressive symptoms and poor perceived support. An indication of the respondent’s level of 
‘insecurity’ and ‘proximity seeking’ is provided. The ‘insecurity’ subscale acts as a measure 
of degree of insecurity while the ‘proximity seeking’ subscale provides an indication of type 
of insecurity (anxious or avoidant). Total VASQ scores (i.e. the ‘degree of insecurity’ scale) 
were used in the current methodology given their asserted high correlation with poor support 
(Bifulco et al 2003). This offered a parallel with the current research focus and a narrowing 
of focus on the variable of interest here (attachment insecurity). 
Having reviewed quantitative measures of attachment for use in the current research; the 
VASQ was felt to best fit our requirements. It is a short, 22-item measure which allows for a 
short completion time. The measure is recognised for its high reliability and validity (Ravitz, 
Maunder, Hunter, Sthankiya, & Lancee, 2010) and is validated against the well-established 
and widely used qualitative Attachment Style Interview (ASI). Qualitative means of 
screening for attachment security were not pursued given the unacceptably high demand this 
would have placed on both participant and researcher time resources. When examined in 
relation to the ASI degree of insecurity; significant association is reported for the VASQ 
insecurity dimension (r=0.36, P<0.0001) and for the total scale (r=0.27, P<0.001) (Bifulco et 
al., 2003).  
Bifulco et al. (2003) report a Cronbach’s alpha value for the insecurity scale items of 0.82 
and 0.67 for the 10 proximity-seeking items. Test–retest reliability of 0.73 (Pearson’s r, 
P<0.001) for the insecurity scale and 0.65 (P<0.0001) for both the proximity seeking and 
total scale scores are reported.  
The VASQ offers flexibility regarding the types of relationships considered by the respondent 
during completion. It’s asserted potential for application to multiple demographics (including, 
but not exclusively limited to clinical populations) was also an attractive quality of the 
measure. A high reported correlation of total VASQ scores with scoring on an empirically 
well-supported measure of attachment, the Relationship Questionnaire (Bartholomew & 
Horowitz 1991) also supported its appeal.   
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Finally, the authors of the VASQ do not prescribe strict cut-off points for ‘attachment 
insecurity’ which lent itself well to the current methodology given that it could not be 
hypothesized in advance that use of defined clinical cut-off points would indicate an 
appropriately sized sample in the current research. The chosen procedure was to measure 
reported attachment vulnerability (or insecurity) within the study population, therefore 
making assertions regarding ‘relative’ vulnerability only. Selection of those with the highest 
elevation in scores was an effort to increase homogeneity of the participant sample. Kupeli, 
Norton, Chilcot, Schmidt, Campbell & Troop (2015) administered the VASQ with non-
clinical samples, providing support for its factor structure. The derived sample of participants 
did happen to fall within the cut-off points defined by the authors of the measure (i.e. total 
insecurity subscale score ≥ 30), however, planned selection of those obtaining the highest 
scores eliminated concern about the generalizability of defined cut-off points to other 
populations.  
3.6 Qualitative Instrumentation  
A semi structured interview schedule (Appendix C) was developed in line with the 
recommendations of Smith et al. (2009). A respondent-as-expert approach was adopted; an 
idiographic inquiry conducted with the aim of reconstructing the participant’s subjective 
frame of understanding, attitudes, and cognitions in relation to seeking support. This required 
careful consideration of how to introduce topic areas (relevant to the research questions) 
using open questions that were neutral in their phrasing, yet theory driven and hypothesis 
directed. Where the underlying assumption was evident in questions, efforts were made to 
word them in such a way to facilitate the participant in either reinforcing the underlying 
perspective or refuting it. Given the sensitive nature of the topic; confrontational questioning 
would have been inappropriate. Having supported the participant in feeling at ease with 
appropriate introduction and scene setting; sensitive phrasing of productive questions and 
comments was an important consideration in the design of this research. Given the relatively 
small size of the sample identified for interview, pilot interviews were not completed as part 
of the current research. Care was therefore taken to ensure that questions and prompts were 
relevant, tied to the research questions, easily understood and unambiguous. Appropriate use 






3.7.1 Sampling & Recruitment 
A theoretical sampling procedure was implemented with those scoring highest on a 
quantitative measure of attachment vulnerability (as an indicator of case relevance) being 
invited to partake in the second (qualitative) element of the study. This purposive and 
systematic approach to participant selection was chosen with the view of attaining 
homogeneity of the sample with regard to the variable most central to the research questions; 
attachment vulnerability. 
3.7.2 Design 
Participants (n=27) were contacted by post and invited to complete a quantitative measure of 
attachment vulnerability. Those reporting highest levels of attachment vulnerability (n=8) 
were invited to partake in a semi-structured interview lasting approximately 60-75 minutes 
(See qualitative data collection procedures and Table 3.7.2 below).  
The following steps followed receipt of approval from University of Limerick Regional 
Hospitals and Cork Regional Ethics Committees; 
1) Participant recruitment to Quantitative Stage 1  
- Participants who met inclusion criteria were contacted by phone and then by post with 
information about the study, informing their consent to participate (See Appendix B(i)-
B(iii)). They were asked to return the VASQ questionnaire. Questionnaire return was 
asserted to signal consent to participate. Participants were instructed not to include their 
names on any document to be returned by post. Participants were each assigned a unique 
identification number prior to initial contact.   
 
2) Scoring of Quantitative Screening Measure. 
- Anonymized questionnaire scores were computed and stored using a Microsoft Excel© 
spreadsheet.  
 
3) Participant Recruitment (Qualitative Stage 2)  
- Postal invitations to partake in semi-structured interview (See Appendix D) were sent to 
the seven participants who reported highest degree of attachment vulnerability. This 
communication contained full information informing their consent to participate. 
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4) Collection of Qualitative Data 
- Semi-Structured Interviews lasted lasting 62 minutes on average (excluding standard 
introduction and closing sections) were conducted. See Interview Schedule (Attachment 
C). 
- Interviews were audio recorded using 2 x digital audio recording devices, the second 
acting as a back-up device. Recordings were transferred to the researcher’s password 
protected HP Laptop immediately after each interview and the original recordings 
deleted.   
- See ‘Ethical Considerations’ section for full audio data storage procedure and special 
consideration of issues pertaining to visits to participant’s homes for interview. 
Table 3.7.2: Duration & Location of interviews 
Participant  Duration of Interview Interview Location 
#003 61 Minutes 41 Seconds Clinic 
#005 71 Minutes 36 Seconds Clinic 
#007 75 Minutes 24 Seconds Clinic 
#011 68 Minutes 12 Seconds Participant Home 
#014 77 Minutes 39 Seconds Participant Home 
#017 65 Minutes 14 Seconds Participant Home 
#019 66 Minutes 32 Seconds Participant Home 
 
5) Qualitative Data Analysis  
- Implementation of Interpretative Phenomenological Analytical Approach to analysis of 
interview data (See detailed Qualitative Data Analysis Section to follow).  
 
6) Dissemination of Research Findings 
- Formal doctoral thesis write-up. 
- Presentation of findings to facilitating service MDTs. 
- Communication of findings to interview participants. 
- View to seek publication in late 2017/early 2018.  
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3.8 Ethical issues 
Ethical issues were considered in detail to ensure the scientific integrity of the current 
research. Participant privacy and confidentiality were considered of paramount importance. 
Ethical approval was granted by the UL Regional Hospitals and Cork Clinical Research 
Ethics Committee (CREC) bodies in May and June 2016 (See Approval Letters Appendix E). 
The CREC Policy and Procedures Manual for Non-Interventional Research (UCC, 2013), a 
nationally recognised document sanctioned by the Irish Department of Health and Children 
complemented guidance sourced from the HSE guidebook for in-service research (McGuire, 
Byrne, Burke & Sarma, 2015). These resources served to provide a frame for ethical decision 
making in designing and conducting the present research. 
 
3.8.1 Recruitment & Questionnaire Return 
- Invitations to participate in the research were sent by post. Contact information was 
verified with participants by phone on the day of postage.  All postal communication with 
potential participants was marked ‘Strictly Private and Confidential’. 
- Those who chose to participate were requested to return anonymized questionnaires to 
a designated postage box at the facilitating services. Questionnaires were identifiable by each 
participant’s unique identification code, the key to which was held separately and 
electronically on a password protected spreadsheet file. Returned questionnaires were held 
securely on HSE premises before collection by the researcher for scoring and analysis. 
Questionnaires were transported securely when leaving HSE buildings. 
- Safeguards pertaining to inclusion and exclusion criteria were implemented. Particular 
attention was given in this regard to any potential additional vulnerability to distress in the 
participant sample.  
 
3.8.2 Qualitative Data Collection 
-  Interview participants were asked to sign a consent form upon attendance for 
interview. This ensured that no identifying information was sent by post.  
-  The researcher used earphones during interview transcription. Audio recordings of 
interviews on non-password protected mobile devices (Dictaphones) were destroyed 
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immediately following transfer to the researcher’s password-protected laptop. Interview data 
transcripts were pseudonymized.   
-  Participants were fully informed of their right to decline information and/or withdraw 
from the research at any time up to a specified time. Participants were offered the opportunity 
to read a transcript of the interview and informed of their right to request that part or all its 
content be removed from the study. 
-  No disclosures of abuse or other criminal activity were encountered in the present 
research. The supervising Senior Clinical Psychologist worked within a MDT and therefore 
any such issues, should they have arisen, would have been handled in the same manner as 
other routine clinical risk issues.   
 
3.8.3 Special Ethical Considerations  
- Participants were made aware that their service provision was in no way affected 
should they have chosen to decline to participate in the study. Participants may have gained a 
sense of reward in contributing to the research and/or may have felt benefit in the time spent 
reflecting on their circumstances in a safe and confidential environment. No specified reward 
was offered for participation. The researcher remained cognisant of any potential for undue 
pressure to participate to exist. Any participant perception of researcher involvement with the 
service charged with the provision of care for their loved one may have influenced their 
decision to participate. The researcher ensured that participants fully understood the 
collaborative yet separate nature of the research. 
- Participants were made aware of the availability of the research findings and final 
publication. A contact email address was supplied with the information sheet. 
- Family Caregivers of People Living with Dementia are a potentially vulnerable group 
under significant life stress. Given this potential vulnerability, and that exploration of a 
subject likely to be considered emotionally evocative was encouraged; safeguards were 
adopted to ensure risk of harm or distress to participants was minimized.  All participants, 
regardless of objective distress at interview, were informed of the availability of follow-on 
support.  Participating Family Caregivers had already been assigned a member of nursing 
staff as a key contact as part of their regular engagement with the facilitating service. 
Attention was redrawn to this availability.  
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- Particular attention was given to fully informing participant consent to take part. The 
researcher consulted both the Field Supervisor and the assigned Academic Supervisor with 
regard to sensitive communication of the study aims. Potential sensitivity among participants 
to an emphasis on ‘attachment insecurity’ was carefully considered. Introduction of these 
terms required skilful explanation in lay person’s terms both during telephone contact, and on 
the information sheet. The explanation contained in the information sheet (See Appendix 
B(i)) was written with the view not to compromise the study by influencing responses.  
- Separate consent was requested for audio recording and recording of identifiable 
information therein. Participants were informed of the intention to destroy recordings 
following transcription. 
- Participants received Debrief Info. (Appendix F) inviting contact regarding further queries. 
 
3.8.4 Interviewing Participants at Home 
Given that participants were full-time Caregivers for their loved ones; some interviews had to 
be conducted in the participants’ homes. Safeguards were therefore adopted to continue to 
ensure the participant’s privacy and confidentiality and the safety of both participant and 
researcher. These safeguards included a colleague being informed of the time and location of 
scheduled interviews as well as an indication to expect a telephone call following the 
interview between specified times. 
 
3.9 Data Management & Analysis 
A systematic process of engagement with the data was conducted. This process was adapted 
from that suggested by Smith, Larkin, and Flowers (2013). These authors recommend a 
creative approach to data analysis in IPA; therefore, a process of engagement using their 
frame as a guide was implemented. Table 3.9 outlines the process which followed 
familiarization with the transcripts (at the case level) by reading and re-reading transcripts 
while playing-back audio recordings of the respective interviews. Taking Participant #011 as 
an illustrative example; Steps 1-5a outline further engagement with data at the within-case 




Table 3.9: IPA Approach to Interview Data. 
Step  Description  
1) Initial Transcript Coding (See 
Appendix G1- Example 
Transcript):  
• Analysis of transcription for each participant through 
descriptive comments (plain text), Linguistic (italics) and 
conceptual (underlined) lenses. 
 
2) Interpretative Coding: (See 
Appendix G2 - List of Derived 
Emergent Themes) 
• Application of psychological concepts and an 
interpretative lens in development of emergent themes.  
• A chronological list of these themes was then created for 
each participant. These were then rearranged to bring 
narrative elements together via a process of 
‘contextualisation’. 
 
3) First Abstraction and 
Subsumption* (See Appendix G3) 
• Appendix G3 outlines the first layer of the 
Contextualisation, Abstraction and Subsumption process 
conducted for each case. Similar themes within narrative 
areas were connected to give rise to subordinate themes.  
 
4) Further Abstraction and 
Subsumption to further narrow 
the most commonly emerging 
themes.*  
 
• Appendix G4 (Hand written notes) show the 2nd layer of 
analysis conducted for each interview. Further narrowing 
sub-ordinate themes at the within-case level.   
5a) Identification of subordinate 
themes*  
(See Appendix G5 – Diagram for 







5b) Diagrams derived as above 
for all participants* 
 
• An idiographic approach was maintained; analyzing in 
depth on a case-by-case basis.  
• Graphic diagrams were created for each interview to 
present emergent subordinate themes contributing to 
emerging Superordinate themes pertaining to each 
narrative area (i.e. those focused on; relationship to 




6a) Derivation of Superordinate 
themes within ‘Relationship to 
Support’ Narrative.* (See 
Appendix G6) 
----------------------------------------- 
6b) Meta-analysis of subordinate 
themes pertaining to other 
narrative areas.* 
 
• Subordinate themes comprising the “Relationship to 




• Final meta-analysis gave rise to Superordinate Themes.   
7) Summary document of 
Superordinate themes  
(See Appendix G7)  
 
• Summary of Superordinate Themes A, B, C & D 
including summary phrase (in CAPITALISED ITALICS) 
intended to capture the essence of each. 
*Steps at both the within- and between- case involve a process whereby some emergent 
themes were discarded as they were not subsumed by the abstraction process and were 
therefore considered less relevant for inclusion in the final write up. 
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3.10 Quality in Qualitative Research 
The recommended principles for quality in qualitative research presented by Yardley (2000) 
were adhered to in terms of the researcher’s maintained commitment to rigour, transparency 
and coherence in the scientific method.  
Sensitivity to context was particularly important when working with older adult participants. 
Work with this demographic afforded opportunity to tailor both an interview style and an 
approach to interpretation that accounted for norms which are likely to have changed over 
time. Older adult participants appeared to value an effort to “set the scene” for interview in a 
somewhat formalised way (See Interview Schedule Appendix C). They appeared able to relax 
into the interview condition following clear communication of boundaries, including limits to 
confidentiality. An empathically attuned, respectful attitude towards participants appeared to 
support developing rapport. Maintaining an awareness of potential generational shifts in 
perceived gender-appropriate roles in the home, for example, helped adoption of an 
interpretative lens likely to be closer to that of some older adult participants’ frames of 
reference. 
It is my belief as researcher that commitment to the IPA method was reflected in a felt 
relationship developed with participants and the richness of the data obtained. Rigorous 
planning prior to conducting interviews, and engagement in a slow, systematic, measured and 
thoroughly documented analytical process (as outlined in Table 3.9 and evidenced by 
Appendices G1 – G7), encouraged confidence in the final results obtained. 
A further effort to ensure the validity of the method applied was to inform an independent 
audit by a researcher not involved in the project. A logical, systematic path through 
evidenced analysis processes from raw data to presentation of superordinate themes (as 
summarized in Table 3.9) was checked by the independent researcher. This process aimed to 
check the credibility of the interpretative process by ensuring a systematic and transparent 
production of the final account. This, in combination with mini-audits completed in 
collaboration with the Research Supervisor, further supports the asserted validity of the 





3.11 Reflexive Practice in Research 
Interpretative Phenomenological Analysis offered the best fit in terms of the open-ended 
nature of the research questions posed and the researcher’s felt draw to an explorative way of 
working as a Scientist-Practitioner.  A reflexive approach from hypothesis formation through 
to data collection and engagement with data in interpretation was of particular felt benefit to 
the research.  
I was aware I came to the research influenced by my own experiences of witnessing the 
provision of care to loved ones with dementia both in my own family and within a family I 
am close to. I found it helpful to start recording personal assumptions, about the experience 
of providing care early in the research when forming initial hypotheses. I stayed curious 
about my own lens and frame of reference for making sense of participants’ sense-making in 
line with a phenomenological method. I acknowledged varied past personal observations of 
the experiences of Family Carers in seeking support. Continued monitoring of cognitive and 
emotional responses, especially surprise learnings, during interviews helped to develop a 
sense of the lens through which I was viewing the experience of participants. 
Analysis of interview data was a particularly challenging, yet simultaneously rewarding, 
experience. I trust that considerable emphasis on reflexive working is reflected in the richness 
of the results obtained.   
 
3.12 Chapter Summary 
This chapter first explained the rationale for the qualitative approach adopted in the current 
research. Having introduced the Interpretative method; the participant population and 
recruitment process were described. Data collection, management and analysis procedures are 
also documented. The chapter closes with a focus on quality assurance, including appropriate 
consideration of ethical considerations and a brief reflection on the reflexive practice central 
to successful implementation of the IPA method. A detailed overview of the results obtained 






CHAPTER 4: RESULTS 
 
4.1 Chapter introduction 
Several months of transcript analysis culminated in the derivation of a set of tiered super- and 
sub – ordinate themes. This chapter tells the story of the apparent interrelationship between 
these themes, separate yet interactive in their nature. The chapter begins with an overview of 
themes and an introduction to the narrative of their relationship as representing Family Carer 
meaning making of their experiences, including those relating to seeking support. A detailed 
account of the interpretative process conducted in the derivation or themes is aided by 
inclusion of exemplary participant quotations throughout. These combine to evidence the 
development of impressions and interpretations that shape the reported findings 1.  
 
4.2 Overview of Superordinate and Subordinate Themes.  
Superordinate themes A and B relate most explicitly to reported attitudes toward support 
seeking among family carers. Themes C & D represent the context in which these attitudes 
and beliefs exist. It is suggested that Family Carer Relationship to Support (A) and Desired 
Support (B) are best understood within the context of coping, self-care and defence (C) when 
in distress (D). Figure 4.1 represents the apparent interactive relationship between 
Superordinate themes. 
 
Figure 4.1 – Diagram representing derived Super- and Sub-Ordinate Themes 
 
                                                          
1 Please note that where three full stops appear in quotations, text from original transcripts has 









Table 4.2: Summary of ‘Superordinate’ and ‘Subordinate’ themes 
Superordinate Themes Subordinate Themes 
A: Focus on Relationships with 
Support Providers 
A1: Caution Maintaining Control 
A2: Dealing with Systems; ‘The Business of Support 
Seeking’  
 
B: Focus on Nature of Desired 
Support 
B1: Wish for tangible, practical, tailored direction;  
‘A Road Map’.  
 
C: Context 1: Coping, Self-Care 
and Defence 
C1: Personal Strength 
C2: Meaning Seeking 
C3: ‘Keeping the Bright Side Out’ 
 
D: Context 2: Distress /    
Caregiver Strain  
D1: ‘Unchartered Waters’  
 
 
Table 4.2 presents the derived superordinate and subordinate themes. Superordinate A 
comprises a focus on Relationships with Support Providers. Early support seeking 
experiences, ambivalence in reaching out, and a guarded approach to seeking help are 
considered within this narrative area. Dealing with systems and “The Business of Support 
Seeking” are further contained within Superordinate A. Next; a focus on the nature of desired 
support highlighted participant wishes for tangible, practical, tailored direction 
(Superordinate B). These phenomena are asserted to be best understood in the context of 
individual coping, self-care, and defence systems (Superordinate C) when in distress 
(Superordinate D). Self-reliance, personal strength, placing value on ‘the simple things’ in 
seeking meaning, and making a conscious decision to ‘keep the bright side out’ are suggested 
to interact with participant distress when negotiating unfamiliar territory as Family Carer.     
 
The following sections explore each superordinate and subordinate theme in detail, offering 
the author’s interpretation of each. The most salient first-level analysis themes emerging from 
the data are introduced in bullet point form by way of introduction to each subordinate theme. 
Emergent themes achieved ‘salience’ via the frequency of their arising within the transcript 
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data and/or their felt intensity as experienced by the researcher. Only those narrative elements 
brought to interview by two or more participants qualified as themes. Most of the themes 
cited were brought by three or more participants. A subjective account of felt intensity, as 
perceived by the researcher during interview, is provided through reflective comments 
throughout this results summary chapter. For example, where linguistic elements of the data 
increased salience, such as when a change in intonation was perceived to emphasise a point, 
this is commented upon.  It is these combined emergent themes which comprise each 
subordinate theme and should give an initial impression of its scope. Further explanation and 
reflection by the author aims to provide a rich sense of each theme. 
 
Participants are identified by the unique number originally assigned during the research 
recruitment phase. It could be argued that adoption of pseudonyms might aid the reader in 
development of a relationship with the character of each participant. However, I have chosen 
to continue with these numeric identifiers having become familiar with each participant case 
throughout a long period of analysis using these identifiers. Further to this; given that reader 
individual-case level familiarity is not a priority of the IPA method, use of identifiers that 




















4.3 Superordinate Theme A: Focus on Relationships with Support Providers  
4.3.1 Subordinate Theme A1: “Caution Maintaining Control” 
Table 4.3 Example Emergent Themes comprising Subordinate Theme A1: 
Subordinate Theme Example Emergent Themes 
 “Caution Maintaining Control” Early Support Seeking Experiences 
Ambivalence in Support Seeking 
Pragmatic / Guarded / Measured 
consideration of who is ‘let in’. 
Cautious mistrust 
 
Most participants described early support seeking experiences best summarised by their 
shared sense of struggle. Early support seeking experiences appeared to set the context for 
other emerging themes within this subordinate theme area. One female participant spoke of a 
difficult experience of seeking formal dementia assessment for her husband: 
 
“I … went to our own GP… (but)…He wasn’t fully convinced, I had to do abit of a 
job on him, I had to work on it.” {014, p. 6} 
 
In listening to this lady, I had the sense of her effortfully, yet cautiously, asserting control in 
an alien, somewhat overwhelming, situation. This lady also spoke of early experiences of 
seeking informal support from her family. She noted expecting her step-daughter to withdraw 
early following recognition of her father’s progressing dementia: 
 
“the awareness was coming there but I knew the care and bit of help was going to 




The felt need to exert measured pressure on support providers (as suggested by the reference 
to “doing a job” on the GP) gave rise to another emerging theme centring on an apparent 
pragmatic, guarded and measured seeking of support. A continual conscious and methodical 
process was suggested by this lady’s account of her early considerations of how to seek 
support: 
 
“(I was thinking about) how to put it over. So I was trying to seek help in my own way 
but I started to think what will I do? How can I approach this?” {014, p9}  
 
I found myself curious about how this apparent effort to monitor and manage interactions 
may be experienced by others. Perhaps this impacts on how support providers perceive 
Family Carer need, a hypothesis to be discussed more fully later.  
Another lady spoke of conscious attempts to keep family supports at a distance, apparently in 
an effort to protect these relationships: 
 
“I try not to involve them (extended family) too much in case that he (husband) gets a 
fixation … and makes it difficult for me to see them or makes it difficult for them to 
call to the house.” {007, p9}. 
 
One gentleman spoke of feeling alone early in his journey as carer for his wife: 
 
“There was never anyone to ask, no one to contact, I mean except for the first 4 years 
the public health nurse called maybe twice.” {005, p.10} 
 
This reflection on the perceived poor availability of support following his wife’s dementia 
diagnosis appeared to set the scene for later references to mistrust and conflict in his 
relationship to support providers. He shared his feelings of frustration when apparently 
feeling untrusted by the support-providing department in later contact following an incident 
after his wife had a fall: 
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“I just said to her (the Public Health Nurse) – “are you checking up on me or 
what?… Suddenly (my wife) falls and she fractures her hip and then she is just out of 
hospital and she falls again and hurts her hand and like suddenly somebody comes 
down to find out if there is anything we need.” {005, p.13}.  
 
The participant acknowledged anger when recounting this example. It seemed reasonable to 
me that he may have experienced suspicion regarding the variable level of support offered. I 
found myself wondering who makes decisions with regard to how proactive support 
providers are in reaching out to family carers at any given point in time. Perhaps 
collaboration in this regard may impact on the experience of family carers. Full discussion of 
the implications of questions arising from participant experiences is contained in the final 
chapter to this research.  
The same participant’s reportedly strained relationship with support providers offered 
contrast with his reflection on former business relationships before he became his wife’s full-
time Carer:    
 
“The way I look at it. In my opinion people are basically decent and as I say about 
kids-  you get out of them what you put in” {005, p.18} 
 
This gentleman repeatedly spoke of his ability to build successful relationships (in the 
business context) that did not accurately mirror the apparent conflict he consistently cited in 
the context of working with support providers to coordinate care for his wife. Towards the 
end of his interview he shared:  
 





This statement struck me as a reflection on continued trust in others despite his struggles with 
support providers. Perhaps there is a quality to his relationships with formal support providers 
that challenged fundamental feelings of trust in others. 
One lady spoke positively of early experiences of support:  
 
“In the beginning I found it difficult, I listened to all that they had to say, I didn’t say too 
much but then I found myself, kind of yeah, saying “God yeah, that’s the same for me”” 
{011, p.5} 
 
However, most participants reported beliefs in line with consistently reported ambivalence in 
support seeking. One elderly lady reflected on her husband’s early assertions that: 
 
“…when something happens to you people forget you immediately.” {019, p.17}  
 
“Other people have their own lives…” {019, p.18} 
 
Participants consistently reported attempts to cope alone: 
 
“I try not to phone unless I need to. Like if I have trouble with my wife and I mightn’t 
need to phone.” {017, p13} 
  
When asked what it was like to reach out to the GP for support Participant 003 shared: 
 
“Well it was easy, but I have to be self-reliant the whole time. Do you know? Like I 
have to, I have to be able to manage… the house….and everything that goes with it, 




Similarly; Participant 011 reflected on her struggle to seek formal support:  
 
“I have avoided it. I do not know … I presume I am entitled to it (but) I haven’t gone 
down that road.” {011, p.8} 
 
When I noted that Participant 003 appeared to be describing self-sufficiency that was 
working well for her at the time of interview she responded:   
 
“Well I like to hear you saying that now because that’s what I am aiming for.” {003, 
p.16} 
 
This lady acknowledged a tendency to maintain distance from others. Having defined those 
closest to her as ‘acquaintances’ and not friends she shared: 
 
“Sometimes I suppose you could feel a grudge against the world like, (pause), I know 
there are a lot of people a lot worse off than I am, you know, but emm… I might have 
a chip on my shoulder sometimes alright.” {003, p.19} 
 
Over the course of the interview this lady began to question how she may build a greater 
support network should her situation become more challenging in future. 
 
 
Reflection: I was mindful here to monitor judgment of this lady’s apparent small support 
network as inherently negative; she spoke with confidence in her coping at the time of 
interview. Naming of limited social contacts felt delicate; it felt important not to impose 
my own ideas in terms of the value of a network of close others as a self-care resource. 
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In consideration of support seeking experiences; participants gave an overall impression of 
the central importance of feelings within relationships with support providers. These feelings 
appeared to either facilitate or obstruct accessing of support. I wondered if formal support 
seeking could be best understood in terms of an attachment-forming experience whereby a 
well-attuned relationship between providers and recipients may encourage successful 
partnership and associated positive outcomes. A final quote may best demonstrate inspiration 
for such a hypothesis where participant 019 recurrently returns to her felt experience in 
relationship with support providers: 
 
“When I went to St XX (Hospital) I felt more comfortable than I did when I went the 
XX (nursing home) even-though everything is lovely there and they couldn’t have 


















4.3.2 Subordinate Theme A 2: Dealing with Systems (including families):  
“The Business of Support Seeking” 
Table 4.3.2 Example Emergent Themes comprising Subordinate Theme A2: 
Subordinate Theme Example Emergent Themes 
Dealing with Systems:  
“The Business of Support 
Seeking” 
Continued focus on Early Support Seeking 
Experiences 
Guilt in acceptance of support. 
No-one understands. 
Self as Primary Caregiver. 
 
Given that Subordinate Themes A1 and A2 both hold a relational focus; a description of their 
difference seems appropriate. Subordinate A1 draws on participant reflections on their 
experience prior to support seeking as relating to their own feelings, assumptions, and 
inherent qualities. A2 also holds central a focus on feelings associated with the ‘other’ (the 
support provider), but primarily those elicited where the act of seeking support has taken 
place and a relationship established.   
Participants consistently returned to their early experiences of support seeking. Reflections on 
the first experiences of engagement with formal care providers commonly contained 
references to feelings of guilt. One lady spoke of the first time she brought her husband to a 
centre for overnight respite services: 
 
“there was nobody to come with me and I’ll never forget that experience because it 
was the first time that I ever went away on my own and left him behind me. I left him 
there and I got into the car and I was crying for ages before I could leave that place I 
was so upset.” {019, p.12} 
 
This participant also subsequently acknowledged feelings of guilt associated with this 
occasion. It struck me that this lady became emotional as she was describing her experience 
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of entrusting her husband’s care to others, clearly something that evoked an array of difficult 
emotions. 
Another male participant shared his experience of his wife’s entry to a day service: 
 
“When she started first with the day centres in XX I didn’t want to put her in … I felt 
bad putting her in and I felt guilty.”   {017, p.7} 
 
This participant’s direct naming of feeling guilty further affirmed my sense that this is a 
particularly salient aspect of the experience of family carers in seeking support.   
A further commonly reported element of the experience of interacting with support providers 
(both formal and informal) was a felt sense of not being understood. Participants consistently 
cited feeling that theirs was a situation only to be fully comprehended with experience: 
 
 “It is very hard for anybody else to see it”. {019, p.20} 
 
Participant 019 considered the ability of her daughter to understand the difficulties she 
experienced in providing care for her husband. She continued: 
 
“she won’t come in until the carer is gone at night and all that sort of thing, I have to put 
up with that every single night; those 3 or 4 hours, no matter what I do, I can’t, there is 
no relief from that.” {019, p.20} 
 
This participant noted her frustration in feeling alone in her provision of care despite her 
daughter’s daily visits and that she lived very close by. It struck me that the layered 




This sense that full understanding is not quite possible without true lived experience was 
further supported by other participants referring to their perception of low empathy on the 
part of formal support providers:   
 
“…if you sit there and wait for the services to come to you, I have no doubt they 
probably will eventually but you have 2 months of being on the phone, getting 
annoyed being in bad humour and all the rest of it like but if you ring up and see can 
they do that ... and then just get on with it like … then if they come they come…” 
{005, p.22} 
 
This gentleman outlined his rationale for preparing to cope alone, a sense that support 
providers did not fully appreciate the strain he was under as carer for his wife. Another lady 
spoke of her challenges securing respite services: 
 
“the hardest thing … I found was... looking for respite for instance, because I have to 
get breaks myself because I cannot continue, I suppose I am getting older and Friday, 
Saturday and Sunday is like an eternity. and I mean I did apply to St XX (Hospital) 
and that’s desperate.” {019, p. 12} 
 
“It upsets one’s mind” {019, p. 16} 
 
This lady described a battle for support that was apparently unforthcoming. Her tearful 
reference to her own age and increasing vulnerability was a striking acknowledgment from 
this lady who impressed as stoic in her approach to difficulties. Her sense of disappointment 
in the level of service provision resonated with me as unjust.  This lady’s criticisms were 
integrated with complements for individual staff members at the support-providing service. It 
occurred to me that there appeared to be cohesion and humanity at the personal level that 
seemed lacking at the systems level. This upset seemed laden with blame and annoyance that, 




A second elderly lady described challenges faced in pursing ward of court for her husband. 
Repeatedly exclaiming; 
 
“I am the one…trying to get this written confirmation and I am the one trying 
to get this and that form signed!” {014, p. 17} 
 
when listing responsibilities in her account of acting as a point of liaison for the medical, 
financial, and legal systems. Citing this phase repeatedly impressed as a cry for recognition as 
a human being with needs and feelings amid these complex demands working with formal 
systems. 
 
Participants frequently emphasised their role as primary caregiver. The involuntary nature of 
this role was often asserted: 
 
“We’re on our own like, you know… And we have to get on with it like. If somebody 
comes in and gives us a hand then it’s a bonus and if nobody comes in then we still 
have to get on with it…” {005, p.22} 
 
Acknowledged other supports were most commonly described as having defined, discrete, 
often practical roles: 
“she (participant’s daughter) makes up the medicines because he is on 18 tablets per 
day and you know; when I get this big mound of tablets I just.. I have to take my own 
tablets aswell and I am diabetic... It is very confusing and I can’t remember” {011, 
p.5} 
Reflection: These were examples of moments where I was acutely aware of my own 
personal investment in this topic as having seen the impact dementia can have on families. 
Monitoring my own reactions supported reporting of a difficult reality, keeping undue bias 
in check while remaining mindful not to censor participant experiences. 
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When asked whether she would consider her daughter her main support in providing care for 
her husband she responded:  
 
“Pfft… I wouldn’t say …. I wouldn’t say she is the main support, I haven’t seen her 
now for two days because of her work but she makes up his tablets and she takes us to 
the hospitals” {011, p.5}. 
 
My impression here was that it was important to this lady to be recognised as her husband’s 
primary carer, to have the burden of her role acknowledged.   
One gentleman seemed to describe a wish for proactivity in establishing relationship on the 
part of formal support providers: 
 
“they need … to sit down with (Family Carers) and say “look, things are going to 
change and here’s a number, don’t be afraid to call me”. You may never use the 
number but if there is a contact you can ring and say “look I don’t know what to do 
here or I don’t know where to go for this”, you know.. just someone…” {005, p.24} 
 
Finally, another gentleman adopted a relatively lighter tone as he described the felt benefit of 
a trusting relationship having been established between him, his wife, and the support-
offering day service: 
 
“they pick her up and she sits down and gets on with the crowd like. She’d doing 
things all day with other people and she enjoys it… I feel good when she goes into the 
day centres now, I feel happy. That I can go away and do my own thing. That I can do 





This final quote offers a contrast to the more commonly described struggle involved in 
accessing support from both formal and informal systems. However, participants most 
commonly cited an array of personal (private) and interpersonal challenges in establishing a 
routine of support provision for their loved one. 
Having presented something of the quality of participant’s described experience of building 
relationships with support providers, a second Superordinate theme will now be introduced. 
Superordinate B summarises participant assertions regarding the nature of the support they 
desire.  
 
4. 4 Superordinate Theme B: Focus on Nature of Desired Support 
4.4.1 Subordinate Theme B1: Wish for tangible, practical, tailored direction; ‘A 
Road Map’ 
Table 4.4.1 Example Emergent Themes comprising Subordinate Theme B1: 
Subordinate Theme Example Emergent Themes 
Wish for tangible, practical, 
tailored direction; ‘A Road Map’ 
Wish for tangible support and practical advice.  
Wish for recognition of unique needs and 
wishes.  
Meaningful support is on a basis of relationship  
 
Participants consistently reported dissatisfaction with support where it was accessed. This 
contributed to my sense as interviewer of the layered nature of challenges to successfully 
reaching Family Carers in need. There was a clear emphasis on a wish for tangible, practical 
supports tailored to the unique needs of carers. A wish for direction was also communicated. 
I was particularly struck by the variety of appraisals of what makes support meaningful to 
individual Family Carers. As a group, participants indicated preference for formal and 
informal supports in equal measure yet rarely did individual participants not indicate a strong 
inclination towards one over the other. These findings have implications for service provision 
which shall later be discussed.     
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A female participant impressed as somewhat exasperated when sharing her experience of 
occasional visits from extended family members: 
 
“But like it’s good for him to talk to them but it is very little consolation for me. They 
don’t actually do anything, they just maybe talk to him, bring him the odd book or 
magazine or whatever.” {003, p.4} 
 
When asked what might make these visits more meaningful in terms of support she continued 
to speak emphatically: 
 
“(Deep inhale) … Well if they brought him out for a drive maybe” {003, p.4} 
 
Participants consistently appeared to appraise the value of supports in terms of their practical 
consequence. Relational support appeared somewhat disregarded by some. One gentleman 
spoke of a friend who he denied acted as a form of ‘support’: 
 
“No, no, (he is) just a friend. Like we would have a drink together and do things, play 
golf.” {017, p.5}  
 
This participant later spoke of another relative as having a defined practical and ‘supportive’ 
role in provision of care for his wife. This care involved active engagement with self-care e.g. 
bathing. This gentleman’s concept for ‘support’ appeared to comprise of its practical value 
and visible, tangible consequence. 
Another participant appeared to emphasise the importance of their loved one feeling secure in 
the relationship with formal support providers. She described the success of one homecare 
assistant in particular who she reported encountered markedly less difficultly in supporting 




 “She was like his daughter… They got on very well” {019, p.10} 
 
It seemed that the success of support provision depended on the PLwD response to receipt of 
care i.e. their embrace or rejection, perhaps facilitated by varying degrees of felt security 
and/or positive rapport. Again, these findings have important potential implications for 
practice as discussed in the concluding chapter to this report.   
However, it should be noted that this action did not appear linear. This participant also cited a 
lack of predictability in her husband’s embrace or rejection of support. She spoke about 
reliable embrace of her daughter’s involvement but mixed reactions to her own care at times: 
  
“The going to bed then, you see, my daughter would be here most of the time at night 
to put him to bed, not a word, no problem, nothing is ever seen nor heard of, he’ll go 
in to bed and do everything but if I am here on my own, most of the time he will do it 
but it is on me that he will always react.” {019, p.9} 
 
This lady also acknowledged her own felt burnout and high stress in these moments. This 
gives rise to questions about how a PLwD may experience this understandable fatigue among 
primary Carers and how this may interact with their cognitive status (e.g. confusion) in 
shaping the quality of relational transactions in these stressful moments. Again, I found 
myself querying the action of attachment theory -informed dynamics here, a hypothesis to be 
more fully discussed in the concluding chapter to this report.  
Participants consistently highlighted a wish for improvement in terms of how they receive 
important information pertaining to their role as a Family Carer. Many described a sense of 
exploring unfamiliar ground and making accidental discoveries of support opportunities 
(including welfare entitlements) as they progressed:  
 
“I didn’t know for years that you could get ..(pause).. assistance, there was no 




This gentleman expressed resentment regarding the financial cost of not having pursued 
welfare entitlements earlier, attributing blame to early contacts within the health system 
following his wife’s dementia diagnosis who he claimed failed to inform him of available 
support.  
Another participant emphasised the value of informed understanding of her husband’s 
condition:  
 
“they told me he had dementia but they had Cardio Vascular dementia (written down) 
so I asked the doctor like “What does that actually mean?” … please explain this to 
me, I know it is to do with the heart and he explained (it) to me”. {011, p.13} 
 
This lady’s slower rate of speech as she asked the question “What does that actually mean?” I 
felt emphasised the importance of a cognitive understanding to her. I found myself wondering 
whether the current generation of information providers may sometimes fail to recognise the 
value of traditional methods of communicating information given the growth of information 
technology-based platforms for distributing information. Participants consistently spoke of 
the value of word-of-mouth or verbal direction given by professionals. Perhaps some older 
people are best met with primarily relational, direct-contact based provision of information.   
Another lady asserted the struggle she encountered in attempting to oversee administrative 
challenges in securing legal authority over her husband’s affairs. She was observed to hit the 
table during interview, apparently in frustration as she outlined a long process which 
ultimately led to approval of carer’s allowance. However; this approval came after her 
husband had entered a nursing home and she had to cancel her application after a long 
struggle for approval:  
 
“You wait at home and then “when will this letter come?”.. and then eventually the 
letter slips through to you and you say “oh good, keep it together, send it away”, 
again it goes into a big system and.. wait until I will tell you .. my husband had 
already gone into a nursing home when my carer’s allowance was approved 
(emphatic)… And I had to put pen to paper, write back and say “My husband has now 
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gone into residential care, please cancel (hits table) … So after all that! 
(emphatic)…” {014, p.23} 
 
Although this quote contains echoes of the earlier theme (Dealing with Systems: “The 
Business of Support Seeking) it best fits here given its context. This lady repeatedly cited her 
wish for guidance with processes such as these. She asserted that valuable time was lost in 
learning how to navigate complex systems, time that would have been saved had tangible, 
practical, tailored advice informing a ‘road map’ been available.  
This lady continued to describe a state of confused disorientation amid these systems: 
 
 “…everything was sort of a mish mash, everything was sort of dangling” {014, p.25} 
 
Participants agreed in turn that an effort to develop a road map for carers would be helpful. 
Many spoke positively of the value of having attended a course where practical advice was 
delivered by relevant professionals.  
 
“(They told us about the) practical things, you know. So I have been getting his name off 
the ESB and things like that and getting them put into my name and things like that” 
{011, p.11} 
However, this lady also noted that this information was forthcoming quite some time after her 
husband’s diagnosis, something she said was a source of significant stress.  
In listening to participants describe the nature of the support they desired I was left with a 
strong sense of the importance of recognition of their uniquely individual needs and wishes as 
Family Carers. It seems that the value of support delivered very much depends on its 
alignment with these wishes. Participants cited many examples of accessing support they felt 




“The one thing I felt about the whole setup each time that he was in St XXX (hospital), 
they were all enthusiastic about what they would do for him but it seemed to me they were 
doing nothing.” {007, p.4} 
 
This participant’s use of the phrase “it seemed to me” may suggest that she reserves some 
benefit of doubt that lack of value in the support provided may lie in her own appraisal of it. I 
noted this participant’s apparent diplomacy in her choice of words, criticising service 
providers in a deliberately constructive manner throughout the interview. This caution 
impressed as a genuine effort to respect the efforts made by service providers while clearly 
communicating that their efforts fail at times. It seemed that the support provided was often 













I was particularly cognizant here of my status as an employee of the Health Service 
Executive conducting an interview on HSE premises. Might this have invited a level of 
censorship in this participant’s appraisal of Health Service systems in provision of services?  
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4.5 Superordinate Theme C: Context – Coping, Self-Care & Defence 
4.5.1 Subordinate Theme C1: “Personal Strength” 
Table 4.5.1 Example Emergent Themes comprising Subordinate Theme C1: 
Subordinate Theme Example Emergent Themes 
“Personal Strength” Reliance on self / inherent resources 
Faith, Inner Strength & Acceptance 
 
“I seem to have the knack of doing the right thing…. I had an instinct for doing the right 
thing” {005, p.20} 
 
Participants consistently cited a fundamental strength, a resilience despite vulnerability and 
feeling overwhelmed at times (as per Subordinate Theme D1). Most participants appeared to 
perceive themselves as drawing on inherent resources in coping with the challenges posed in 
caring for their loved one. Participant 005 (quoted above) consistently returned to his coping 
with past challenges in explaining the development of a fundamental sense of self efficacy.  
Participant 003 reflected broadly on her experience of providing care for her husband, 
highlighting a felt need to become less reliant on others: 
 
“It (caring) is making me more self-dependent, you know. I know I have to, I have no 
one to lean on really, so I have to be able to fend for myself, including minding him. 
Kind of, I suppose, independent in caring for him, emm.. I have to be more self-
sufficient in myself, like emm.., less of a leaner you know.” {003, p.3} 
 
It seemed important to this participant to communicate the reality that life’s challenges 
extend beyond those directly associated with adjustment to a new role as Family Carer. A 
change in tone emphasising the word “including” contributed to this sense in the quote above.  
This participant continued to reference her faith, giving rise to the question as to where this 
“faith” is situated. My impression was that faith, where cited in the current data set, 
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represented an inherent part of self, something located beyond the self yet owned by the 
speaker:  
 
“I pray a lot for strength to be able to cope.” {003, p.3} 
 
“Well I clung to ...I suppose things that I have clung to … being a strong character 
and … spirituality.” {014, p.27} 
 
Another participant shared her belief about the importance of looking after her physical 
appearance and spoke about having inherited strength of character from her mother. It was 
this, and other participant reflections on development of qualities over time, that reinforced a 
sense that participants were referring to inherent felt qualities and internal resources that were 
cultivated over time. 
    
“Well I am a very determined person and I do look after myself. I probably don’t look 
it now but I just make sure I go to the hair dressers and you know; I never go out 
without putting on makeup and I know I am only in my tracksuit this morning but like 
I go to the extra bother to do myself up alittle.” {011, p.21} 
 
 
This lady’s use of the word ‘determined’ held weight for the listener, there was a nuanced 
sense of ownership in how she spoke of this quality i.e. with a tone that suggested self-regard. 
When asked to what she attributed these qualities she shared: 
 
“…my mother was 80 and she was a marvellous woman… She was an outstanding 




I was particularly struck as listener by the stoic attitude of all participants despite 
acknowledged challenges and distress. Participant 017 impressed as thoughtful when sharing: 
 
“It can be tough but …pause… you have to get used to it.” {017, p. 3} 
 
There was a sense of surface-level acceptance in this statement. As shall be discussed more 
fully later; an inter-relationship of themes was apparent here. Participants’ often referred to 
personal strength and resources where the interviewer, as a skilled listener, perceived the 
action of functional psychological defences. Participant 017 demonstrated a conscious 
acceptance and deliberate effort to deny the felt impact of losses he could attribute to his 
wife’s illness (many of which were related to her incontinence and associated limitations to 
freedom):  
 
“Well… like I miss holidays and things and I miss doing things with my wife but like I 
have to think like, all these things are gone; they’re gone. All these things that I was 
doing with my wife is gone. And …. Why get upset that there are things you can’t do. 
Why would I think about it?” {017, p.19} 
 
It was this stoicism that characterised a significant proportion of participant contributions. 
My overall impression as listener was of an active striving to balance loss with new insight, 
purpose and meaning. These contextual elements comprise the Superordinate Theme labelled 
“Coping, Self-Care and Defence” herein.  
 
Reflexivity: I was particularly struck as listener by Participant 017 having maintained a 
focus on his wife’s incontinence throughout the interview with only indirect naming of this 
significant daily challenge. He tended to refer to the problem in a ‘side-ways’ manner. It 
felt important to monitor my own affect in listening to accounts of daily challenges 
relating to personal dignity and loss, and to empathically attune to participants with care 
not to over identify. Remaining mindful of the therapeutic-research boundary was 
important in this regard. 
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4.5.2 Subordinate Theme C2: “Meaning Seeking” 
Table 4.5.2 Example Emergent Themes comprising Subordinate Theme C2: 
Subordinate Theme Example Emergent Themes 
“Meaning Seeking” “The Simple Things” 
A new identity, pride in role as Family Carer. 
Need for Escape 
‘Digging Deeper’ 
 
The ‘Meaning Seeking’ concept captures the sense that family carers consistently reported 
efforts to find meaningful purpose and sources of real satisfaction in their routine. This effort 
appeared protective in the context of consistently reported feelings of confinement and 
isolation (see Subordinate theme D1). Participants most commonly described drawing 
meaning from simple pleasures.    
 
“I enjoy the TV and stuff like, and we share the odd joke and you know… he is 
interested in the American election, and so am I, and he is wondering what’s the news 
today like, things like that keep us going, just simple…simple pleasures.” {003, p. 9} 
 
Simple examples of pleasure in relating, i.e. in moments of interest-sharing with the loved 
one living with dementia, were frequently cited. It was my sense as interviewer that these 
repeated moments represented continued relationship for the lady quoted above. She 
continued to note:  
 




The apparent authenticity in the participant’s gentle, apparently genuine, tone affirmed my 
impression as interviewer of the dispositional nature of this trait. Its frequent occurrence 
across cases gives rise to the question as to whether this quality may develop out of necessity 
as part of a broader adjustment to the Caregiver role, as shall later be discussed.   
One male participant described the sense of reward he gains in productive activities at home 
and in simple pleasures such as walking. It was my impression that this gentleman’s identity 
as carer for his wife was integrated with his self-care system in that a sense of pride was 
derived from maintaining their shared environment.  
 
“Like, tomorrow I will do a few hours around the house – a small bit of painting, 
emmm…. If you were not here now I’d be out now for a long walk or something, or do 
things around the house. Like I might get up and do abit of ironing … washing 
and…” {017, p.17} 
 
 
This participant seemed to recognise the true value of his role as carer (and home-maker). 
The close relationship between a sense of responsibility, duty and purpose is reflected in the 
following quote whereby participant 017 continued to reflect on the activities that were 
‘keeping (him) going’. This represents a contrast with the frequently reported distress relating 
to feelings of responsibility and burden (see subordinate D1), introduced later.   
 
“Before I would have been upset alright, what will I do, I’m here all day and all 
this… Like 38 years ago I didn’t think I’d be putting washing in or being upstairs 
ironing, or caring for my wife and all that like... you know. But emm... I mean I am 
going on 64, I am getting old now, you know. I do abit of garden work and things, 
that’s keeping me going.” {017, p. 17}  
 
An underlying sense of a need for escape also struck me in this gentleman’s retreat to 
household chores. These activities appeared to represent a break in the monotony of ongoing 
support his wife required with self-care and other tasks of daily living. This apparent need for 
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escape was described by most participants. Participant 019, an elderly lady in her late 80s, 
considered the comfort she sourced in walking each day:  
“Well I go walking everyday anyway, that’s one of the things that I have to do, to get 
out and walk, whatever happens… I wouldn’t, I couldn’t survive at all if I wasn’t out 
walking because you meet people and you talk to people and all that sort of thing as 
well.” {019, p. 24}.  
 
Participant 019 emphatically described the importance of walking to her. Walking appeared 
to represent a social escape. Her adoption of an assertive tone suggested strong belief in the 
value of this activity. Her use of the word ‘survive’ and references to the social aspect of 
walking were particularly striking. Brief notes made immediately after this interview refer to 
this activity as something of ‘a survival game combatting aloneness’. Perhaps reference to 
these notes best gives an indication of my own felt sense during interview of great 
importance of walking for this lady. 
Another source of meaning for participants appeared to centre on the value of ‘giving back’ 
to the community. One lady consistently emphasised the other in her account of efforts to 
reach out within her own community. It struck me as listener how focussed this lady 
remained on advising, comforting, identifying with, and relating to these others.  
 
“I tried to sort of do things for the hospital, abit of baking, I tried to sort of see to abit 
of flower arranging and tried to, you know, call people, I did get in touch with the 
Alzheimer’s society in Dublin…(to) try and dig a little bit deeper … to meet a lot of 
other people involved with it (dementia) here in XX, who were very appreciative and 
who also took me under their wing.” {014, p.27}. 
 
This lady’s contribution seemed particularly noteworthy given the high level of distress she 
had reported at interview. Her affect was observed to shift significantly as she spoke of the 
apparent sense of reward she achieved in reaching out to build relationships with others who 




This elderly lady continued to reflect on advice she would offer others facing into the journey 
as carer saying;  
 
“be a giver …you know, it starts to come around.” {014, p. 28} 
 
4.5.3 Subordinate Theme C3: Defence; “Keeping the Bright-Side Out” 
 
Table 4.5.3 Example Emergent Themes comprising Subordinate Theme C3: 
Subordinate Theme Example Emergent Themes 
“Keeping the Bright Side Out” A rational decision to cope 
Structured approach to routine as distracting 
from emotion. 
‘Not Thinking’ (about the future)  
Concealing Upset 
Protective denial - “Ignorance is Bliss” 
Use of Humour 
 
“We’re on our own like, you know… and we have to get on with it like” {005, p. 22} 
 
“What can I do only just try to keep the bright side out, and keep going.” {003, p. 11} 
 
Participants consistently demonstrated a rather stoic attitude towards their difficulties. Many 
commented on having made a rational decision to cope. The majority spoke of pragmatic 
efforts to put structures in place to help maintain stability in the home wherever possible. 




“Yeah, it (having a routine) makes everything easier for both of us. You know. My life 
has changed completely ... but it makes life easier for my wife and me if I go to bed 
nearly at the same time as her because she knows I am there.” {017, p. 14} 
 
This focus on the practical impressed as a means of distancing from difficult emotions for 
some. Participants frequently spoke of an avoidance of thinking about the problems they 
experience in the present or may encounter in the future: 
 
“I wonder … would I cope then on my own… but maybe I shouldn’t worry so much 
about the future anyway.” {003, p.8} 
 
This participant seemed to dismiss the validity of worries about the future. I felt that the 
potential for connection with negative emotion was avoided in parts of this interview. 
Perhaps denial proves very functional in this person’s context.  Another participant spoke of 
the perceived value of not seeking information: 
 
“He has stopped eating a lot and lost a lot of weight so I don’t know…. I don’t ask 
questions. I don’t know how far this will go. I am kind of blissfully ignorant if you 
know what I mean. That is the way I look at it, I haven’t asked for any of it 
(information).” {011, p. 9}.  
 
This participant’s reference to “blissful ignorance” portrayed a strong sense of denial by way 
of coping with difficult reality of a progressive (and terminal) illness. The explicit naming of 
“the way (she) look(s) at it” further affirmed the impression that this is a consciously chosen 
means of coping, i.e. a functional protective denial. This participant regularly returned to “not 
knowing” as a source of anxiety. She was observed to wince, appearing objectively anxious 




“I don’t really know what is on his mind… I don’t know what way it is going to go. 
That is what worries me, not knowing” {011, p. 25}  
 
Another female participant reflected on her concerns for her husband’s physical health, 
adopting a pragmatic, somewhat determined attitude: 
 
“look, it will have to be investigated and I must march on” {014, p. 6} 
 
This statement’s portrayal of a decisive effort to sweep emotions aside struck the researcher 
given its context. This lady was describing physical health concerns that I felt would likely be 
a significant cause of concern in an elderly person without a dementia diagnosis. These were 
cited in a somewhat hurried manner that impressed as dismissive. It was the interviewer’s 
impression that this lady may have been at capacity for worry and distress and this attitude 
was likely to be protective of her own mental health. 
Another participant consistently claimed to be coping well at present, acknowledging difficult 
times in the past and dread of what may come in the future. He shared his thoughts about the 
possibility that his wife may have to enter residential care: 
 
“If it happened in the next 3 or 4 months I don’t know what way I would be. I am 
terrified, very bad, that’s the way I feel.” {017, p. 20} 
 
This participant’s reference to feelings of terror were particularly striking given his observed 
tendency to speak positively of his current coping. He tended to divert his focus to other 
topics when speaking about emotionally evocative concerns and was observed to divert on 
this occasion by checking with the researcher that he was providing the kind of information 




A further apparently defence-related trend was observed in the data. Participants consistently 
described efforts to protect both their loved one with a dementia diagnosis and other family 
members. One elderly lady stated:  
 
 “I was trying to deal with it in my own capacity and I suppose some days being truly 
very upset but in many ways trying to conceal it.” {014, p. 7} 
 
This lady’s use of the words ‘truly’ and ‘very’ to describe her upset appeared to highlight 
both the intensity of upset and the conscious effort required to conceal it. I found myself 
wondering if the relentless routine demands family carers face allow for healthy processing 
of this vulnerability. Perhaps acknowledgement of difficulty and subsequent support seeking 
may act as confirmation of the PLwD and Family Carer’s plight and in turn become a source 
of greater overwhelm.  
Most participants were noted to use humour in an apparent effort to ‘lighten’ the discussion 
in parts. Participants often followed statements that seemed laden with difficult emotions 
with witty one-line statements. When asked whether there were any positive aspects to 
adoption of the role of Carer Participant 005 responded:  
 
“Personally, I can’t think of one, I really can’t think of one like you know… Learning 
to cook! (Laughs)” {005, p. 6} 
 
For others, laughter appeared out of context. The following is an example of where laughter 
followed acknowledgement of a close friend’s ill health and the participant’s own continued 
feelings of isolation. When I asked whether this lady felt able to request the support of a close 
friend she had been talking about she responded:   
 
“No, not really, he has his own health problems, I don’t want to burden him with my 




Participant 014 spoke of daily struggles, drawing attention to her experience of exhaustion; 
 
 “…out of sheer exhaustion sometimes (laughs) I used to go down to the end of the 
house there ..to the conservatory,.. which is so lovely, and sometimes I would fall 
asleep at the book shelf (laughs).” {014, p.2} 
 
Again, laughter seemed out of context here. The exhaustion experienced by this lady struck 
me as very unfair, particularly given her stage in life. This lady was describing an increasing 














Reflexivity Note: It was important to acknowledge my likely bias as interviewer here so as 
not to infer projection-based meaning on statements centring on the unfair nature of 
stress experienced by family carers. I remained mindful of my own experiences related to 
dementia in loved ones and how these may have affected my own interpretative lens. 
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4.6 Superordinate Theme D: Distress / Caregiver Strain 
4.6.1 Subordinate Theme D1: “Unchartered Waters” 
Table 4.6.1 Example Emergent Themes comprising Subordinate Theme D1: 
Subordinate Theme Example Emergent Themes 
“Unchartered Waters” Change and Loss (of relationship(s) and 
self); “A Detachment”. 
Abandonment and Loneliness. 
Burden & Responsibility. 
Confinement.  
(I have struggled) Please hear me! 
 
Participants consistently spoke of an all-reaching sense of change. Changes related to their 
loved one’s dementia diagnosis, their adoption of a new role as carer, and often centred on 
feelings of loss.  
 
“…my wife made me who I was” {017, p. 19} 
 
“On XXth October 20XX she had a stroke and that was the end of our life as we knew 
it.” {005, p. 1} 
 
“there was a sort of a detachment… it sort of took away the social side of life” {014, 
p. 4} 
 
Participant 017 spoke of the former (lost) self in the past tense, the self as defined by what he 
“was” to his wife. Another gentleman noted his observation that his wife’s stroke marked 
“the end of (their) life as (they) knew it”. The use of the singular form of the word “life” 
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strikes the listener as an indication of the fundamental impact of illness on both marriage 
partners. Participants generally described diagnosis as traumatic, a forced adjustment in 
which loss seemed inevitable. Participant 014’s reference to “a detachment” further 
highlighted the relational nature of this loss.  She continued then to refer to “the social side of 
life”, emphasising the loss of relationships, including those beyond the emotionally-intimate 
relationship with the spouse living with dementia. Participant 019 described the felt impact of 
her husband’s lost ability to recognise her as his wife: 
 
“He (husband) said; “Women are not allowed into men’s bedrooms” and I said “but 
I am your wife you know” and then he caught me by the hand, and this nearly killed 
me altogether; he caught me by the hand and he said “oh I am so sorry, I 
APOLOGISE (emphatic)”, as if it suddenly sort of… (made sense)” {019, p. 7} 
 
A moment of lucidity appeared to have highlighted this lady’s lost relationship with her 
husband. As listener, I was struck by her emphatic use of the phrase “this nearly killed me 
altogether”. This lady became tearful as she spoke of her husband’s memory loss as having 
“broken (her) heart”.   This felt heartache appeared to recur with moments of connection. 
Links can be drawn with subordinate themes relating to coping described earlier as this lady 
appeared to use humour to defend against feelings of loss later acknowledged.   
 
“If I said to him, “Sure we are married…” and he would say “I never got married” 
and another time he said “this is my second marriage you know…” (Laughs). It 
(reality) was very far removed from his ideas I can tell you (laughs).” {019, p.4} 
 
All participants cited feelings of loneliness, and some referenced having felt abandoned by 
wider family and former close friends:  
 
“Our friends drifted apart from us. My wife’s friends, and my friends… they don’t 
call or phone or anything. I don’t know why, you know. I feel bitter over that… and I 




Participant 017 acknowledged bitter feelings relating to his perception of the withdrawal of 
former friends. Of note was his placing of responsibility for the demise of these friendships in 
the other. I found myself questioning whether the distress associated with diagnosis of a 
loved one impacts on the capacity for repair in relationships. Participants consistently 
reported a sense of being at capacity for stress, exhausted, and with little energy for tolerance 
of additional demands.  
 
“(I) just get on with it like then if they come they come like.” {005, p. 22}   
 
At a more general level; participants consistently reported feeling lonely; 
 
“it is lonely, like I mean. I am sitting here all day on my own when he is in bed... I am 
very isolated and cut off.” {011, p. 7} 
 
Participant 011’s use of the phrase “cut off” struck me as potentially representing a sense of 
having been actively cut from something, perhaps from former social outlets or expected 
support. For many, feelings of loneliness appeared to be exacerbated by the continued 
physical presence of their loved one: 
 
“Now what I find the most awful of all is that we are sitting down at the table and 
eating our dinner or whatever and there is no kind of conversation really that makes 
any sense at all” {019, p. 4} 
 
Feelings of confinement were also consistently cited; 
 




“…it’s just that you can’t really go anywhere now like. You have to be there.” {005, 
p. 5} 
 
This sense of being restricted in movement and activity was frequently cited by most 
participants. All participants reported loneliness, including those who acknowledged 
significant input from both formal and informal supports. This gives rise to questions 
regarding the causes of this felt aloneness. Does lack of perceived understanding of others of 
the experience of burden in responsibility impact on carer’s feelings of being unheard and 
therefore alone?  
All participants emphasised an increased sense of burden and responsibility in their 
adjustment to their role as Family Carer. Participant 005 appeared almost bemused when 
reflecting on this adjustment;  
 
“I was going to be a carer for her like and my idea of cooking was making a toasted 
sandwich like.” {005, P.3} 
 
It appears that this participant felt there was an assumption that he would adapt naturally to 
the tasks required as primary Carer. I noted my own sense of his felt aloneness in his apparent 
bemusement here. It was as if he was describing an unbelievable reality, his own almost 
comical tragedy as he entered unchartered waters.   
I was struck throughout the interviews by the intensity of frustration portrayed by participants 
in their description of daily struggles in providing care for their loved one. I was left with a 
sense that participants made specific (conscious or otherwise) efforts for the gravity of their 
plight to be fully heard and appreciated. Although interspersed with laughter, I felt that these 
references to frustration and burden were important is shaping my impression of the 




“Oh Geez it drives me mad like, sometimes she will say she wants something… …you 
go in and get it and she says it’s not what she said. When you are under pressure and 
she asks you for something and you get it, and she says it’s the wrong thing (laughs).” 
{005, p. 7} 
 
The impact of this example is left unsaid, the participant assumes the interviewer’s 
acknowledgement of valid frustration and laughs, as if to dispel any felt tension. Laughter 
was a commonly observed defence in the present research (as per previous section). I noted 
the participant’s increased rate of speech here and his gritting teeth when sharing this 
experience. His use of the word “pressure” seemed fitting considering the felt intensity of the 
example described. He continued to describe an apparent release of the frustration elicited on 
this occasion;  
 
“I let fly… …I exploded.. …F’d around… …slammed the door” {005, P.7}  
 
I feel that the following quote from Participant 014 best summarises the distress felt by 
participants;  
 
“I felt I was in the wilderness. It was hard to (explain) because I was thinking to myself; 
at times, am I really believed? At times, am I really believed? And when I come home I 
think to myself – look, soldier on, soldier on, there could be a turning.” {014, p. 15} 
 
The inter-relationship of themes is clearly apparent in this excerpt, one which struck a 
particular chord with the researcher. It contains threads of other themes; particularly those 
centring on resilience and defence (i.e. the use of humour). However, I felt it best placed here 
given its focus on relational isolation, thus giving a sense of the underlying distress as 
reported by the majority of participants. Aloneness appeared largely dependent on the 
responses and actions of others. This lady adopted hushed, slower paced speech to ask 
repeatedly “Am I really believed?”. She then closed with reflection on adoption of a second 
(internal and more supportive) voice instructing herself to “Soldier on” in the hope of positive 
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change in future. It was with sadness that I realised my sense here was that she was drawing 
on functional defences to deny the progressive nature of an unrelenting illness.  
 
4.7 Chapter Summary 
Emerging super- and sub-ordinate themes have been presented by way of describing their 
inter-relating yet separate nature. Example participant quotes relating to each theme, and a 
description of the author’s interpretation of each, provide insight into the analytical and 
interpretative process conducted.  Reflective comments are included to further strengthen 
transparency of the analytical process. A story is told, and understood, via its transition 
through the various perceptual lenses of both the story teller and the listener. Continual 
reflection throughout analysis was an effort to monitor and make transparent the lens with 
which I viewed participant narratives. Comments documenting my thoughts as analyst may 
inform the lens with which the reader interprets and understands findings.  
In summary; this chapter has described the dynamic relationship between the themes derived. 
They combine to tell the story of how participants appear to make sense of their experiences 
as Family Carers. Participant’s consistently demonstrated a focus on the relationships they 
hold with both formal and informal support providers, relationships often defined by their 
struggle. Participants consistently focused on the cautious approach they tended to adopt 
towards these relationships (Superordinate A) and the practical nature of the support they 
desired (Superordinate B). These themes are best understood in the context of their coping 
and self-care, and meaning seeking and defence systems (Superordinate C) when in Distress 









CHAPTER 5: DISCUSSION 
 
5.1 Chapter Introduction 
This chapter first restates the questions explored in the current study and then frames the key 
findings, i.e. the main themes observed in participant contributions, in the context of existing 
literature. A focus on how findings concur, or otherwise, with existing knowledge is 
maintained throughout. Paradoxes and tensions are highlighted by way of acknowledgment of 
an alternative perspective, and attention drawn to scope for pursuit of further knowledge via 
research.  
Care is taken to inform future research and practice without undue judgement and 
prescription. The author strives to encourage the reader’s acknowledgment of their own 
questions arising from the findings, and to offer impressions with potential to inspire 
alternative approaches to existing problems. A balance is sought between informing change, 
recognition of strengths in current practice, and how these can be harnessed and built upon.   
The described attitude is adopted in an attempt to honour the tendency for definitive 
conclusions to be demanded of clinical research while also reflecting the explorative nature 
of the qualitative methodology (Wolcott, 2001, p.122). Key implications for policy, service 
development and clinical practice are discussed. The chapter concludes with consideration of 
the study strengths and limitations and the author’s reflection on learnings from the process.  
 
5.2 Review of the Research Question 
The current research implemented an explorative methodology in pursuit of an understanding 
of Family Carer experiences in the provision of care for a loved one with Dementia. Specific 
queries, as inspired by identified gaps in existing knowledge, centred on attitudes towards 
support seeking among Carers who score for elevated levels of anxiety and/or mistrust 
(attachment vulnerability or insecurity) in relationships. The cultivation and/or hindrance of 
support processes and positive support outcomes was explored in the hope of identifying 
factors that may facilitate adaptive support seeking among this group of Family Carers. An 
additional query in relation to Carers’ prioritisation and pursuit of resources to support their 




5.3 Summary of Findings 
The current study derived a narrative frame of reference supporting understanding of the 
lived experience of Family Carers for PLwD, and their attitudes towards support seeking. 
These attitudes appear best understood primarily in terms of a cautious, often business-like, 
approach to relationships with support providers. Secondly; a wish for tangible, practical, 
tailored direction was consistently asserted. Finally; these attitudes and desires are best 
considered as situated in the context of the personal coping, self-care and psychological 
defence systems of Carers when faced with the adversity posed by their loved one’s condition 
and experiencing distress (or perceived threat).  
Participants reflected on broad relationship-based experiences when considering their 
approach to support providers prior to engagement, offering insight into the adaptive and less 
adaptive elements of this relating. A continued relational focus was observed in participants’ 
consideration of how engagement with support systems was managed and sustained once 
established, and regarding the type of support desired. Participants consistently asserted their 
wish for person-centred, practical care on a foundation of relationship.    
A further emphasis on the importance of the individual Carer’s context gave rise to 
consideration of the resilience demonstrated by some Family Carers, the value placed on their 
own self-care, a sense of identity in their role as Carer, and efforts to ‘keep the bright side 
out’. Carers provided significant insight into their experience of distress when navigating 
‘unchartered waters’ in their attempts to meet the unique and ever-changing care needs of 
their loved one. The relationship of these observations to the existing literature are now 










5.4 Findings in the Context of Previous Literature 
The resulting core themes observed in participant responses will now be discussed in terms of 
their relationship to previous research literature. The dynamic inter-relationship of derived 
themes will become evident in this discussion. This inter-relationship lends itself to support 
of adoption of Attachment Theory (Bowlby, 1969,1982) as a primary frame of reference to 
house, and understand, the experiences of Family Carers and their apparent approaches 
towards seeking support.     
 
5.4.1 Focus on Relationships with Support Providers 
 
- Caution Maintaining Control 
Parallels can be drawn between Bowlby’s (1969,1982) Attachment Theory and a consistent 
focus held by participants on their early support seeking experiences as Carer. Participants 
consistently appeared ambivalent in their attitudes towards seeking support. They were noted 
to often adopt a pragmatic, guarded and measured approach when considering who to ‘let in’ 
(i.e. go to for support). Attachment Theory offers a framework for understanding of relating 
in the context of perceived threat. Carers’ emphasis on early support seeking experiences, 
often centring on struggle, can be compared to Bowlby’s asserted early suboptimal conditions 
between mother and child. He related these to later anxious, avoidant, and/or ambivalent 
relating with attachment figures.  The hypothesised equivalent source of suboptimal care in 
the context of Carers are the policy makers and support-providing services, in the case of 
formal support, and family members and friends in the case of informal support.  Bowlby 
asserted the temporal stability of these early learnings about relationship, asserting their 
impact on later relationships via the influence of beliefs about self and others on approaches 
to these relationships (Mikulincer & Shaver, 2003). 
Participants in the current study were those who obtained elevated scores on a measure of 
attachment vulnerability (i.e. insecurity). As noted; Attachment Theory predicts the reported 
anxious (cautious), ambivalent, and avoidant strategies in relating acknowledged by 
participants in the present study.   However, it is important to recognise that direction of 
causation cannot be established by the current methodology. This has important implications 
for the recommendations for further research, as discussed later in this chapter. Participants 
often cited a contrast in the quality of their relationships with others in the context of seeking 
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support as Carer versus that within other past relationships, for example, as part of their 
former careers. For some, the feelings of mistrust and caution dominating more recent 
relationships (often with those offering support) did not match their reported approach to past 
relationships.  
The existing literature base does not yet offer insight into whether there may be a quality to 
relationships in the context of support seeking in dementia care that challenges fundamental 
feelings of trust in others. Participants in the current study cited beliefs that others forget 
them at times of need. Heard and Lake (1997, p.69) note the likelihood of development of 
internal strategies to soothe oneself in the absence of adaptive seeking or provision of 
appropriate care from others (i.e. identified attachment figures). Heard & Lake’s systems for 
support seeking and defensive self-management were introduced in Chapter 2. An action 
between these systems may offer explanation of any relationship between the observed 
tendency to attempt to cope alone, and the significant level of distress, including anxiety, also 
consistently cited by participants in the current study. Later specific discussion of distress is 
warranted as it comprised a superordinate theme in the current research. 
Discussion of this first subordinate theme area gives rise to questions about feelings within 
relationships either facilitating, or obstructing accessing of support among Family Carers for 
PLwD. Viewing of support seeking as an attachment-forming experience offers an alternative 
lens with which to inform future policy and clinical practice. These implications are further 
explored later in this chapter.  
 
- Dealing with Systems; ‘The Business of Support Seeking’ 
Participants consistently cited early support seeking experiences when reflecting on their 
management of relationships with both formal and informal support providers. These 
reflections were in the context of provision of support (at variable frequency or intensity) that 
had already been established. This differs from reflections on early experiences in the context 
of initiating these supportive relationships (as discussed in the preceding section).  
Participants were observed to frame feelings of guilt during early support seeking experiences 
as potential barriers to continued engagement. Chan et al. (2013) explored carers’ experience 
of guilt as part of an asserted broader complex grief reaction. However, guilt was not 
recognised as a core element of barriers to help seeking among PLwD and their Carers by 
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Werner et al. (2014) in their extensive review of the relevant literature. Werner et al.’s (2014) 
reported salience of lack of trust and early negative experiences in help seeking concurs with 
our observation of similar reports among Family Carers. However, experience of guilt as a 
barrier to help seeking may be under-recognised within the existing literature. 
An overall preference for receipt of support from close relatives reported by Werner et al. 
(2014) was not replicated in the current study. Participants were observed to report preference 
for formal and informal support in equal measure but were rarely observed not to indicate a 
preference for one form over the other.  
Participants consistently reported feelings of not being understood and a perception of low 
empathy on the part of support providers. Reports of relationships with providers centred on 
feelings of frustration that participants related to perceived poor availability of required 
support. Previous research suggests that support may be detrimental if it creates feelings of 
over-dependence (Ingersoll-Dayton, Morgan, Antonucci et al., 1997), or is perceived as non-
empathic (Haley, Levine, Brown, Bartolucci, 1987).  
Parallels can be drawn between current participants’ reporting of beliefs that no one 
understands them and the work of Sroufe & Waters (1997) regarding the importance of felt 
support.  These authors draw on Bowlby’s (1969,1982) assertions regarding the set goal of 
attachment to attain either actual or perceived protection and security. Bowlby asserted the 
ability for attachment figures (including groups) to provide an emotional safe haven through 
predictable responses to proximity-seeking attempts and provision of support and comfort 
when needed. The attachment (proximity / support seeking) systems are said to deactivate 
when these conditions are met, having established soothing contact with an attachment figure 
or secure base (Heard and Lake, 1997, p. 69).  
Carers in the present study consistently reported beliefs that support was unavailable, and 
unreliable when attained. Statements suggesting security in relation to support providers (as 
attachment figures) were the exception.  Carers were observed to be more likely to turn to an 
internal secure base in identification and valuing of their role. This element contains further 
links to previous research, and represents the content of a further subordinate theme 





5.4.2 Focus on Nature of Desired Support 
 - Wish for Tangible, Practical, Tailored Direction; ‘A Road Map’ 
Participating Carers demonstrated a tendency to measure the value of support by its practical 
consequence. They consistently reported a wish for meaningful, practical support, tailored to 
their unique needs as informed by understanding on a basis of relationship. This included 
valuing of provision of relevant information, for example regarding legal matters and 
available financial support.  Participants communicated desires in this regard that are already 
acknowledged across the relevant literature. The World Alzheimer’s Report (Alzheimer’s 
Disease International, 2016) highlights the continually changing nature of the needs of PLwD 
and their Carers over time. It advocates for care that is responsive to this change, emphasising 
the need for regular contact and ongoing review of care planning to meet needs with 
intervention as they arise. The report calls for a person-centred, holistic approach to care that 
honours each individual PLwD and Carer’s unique set of values and preferences.  
The central position of Carers as targets for actions specified in national and international 
policy documents is positive. Most recently, the Global Dementia Observatory (WHO, 2017) 
places individual people living with dementia and their Carers at the centre of multiple levels 
of support of indirect influence at population and governance levels. However, the 
implications for the suggestion that strategic prioritisation has not appeared to translate to the 













5.4.3  Coping, Self-Care and Defence 
 - Personal Strength 
Participants frequently described attitudes of acceptance and drawing on self-possessed 
resources, including faith, as strategies for coping. This apparent stoicism appeared closely 
related to other coping, self-care, and defence-related elements of participant contributions. It 
became clear that participants were generally able to identify and relate several ‘parts’ of 
themselves. Resilience (as suggested by belief and trust in personal resources (Donnellan, 
Bennet & Soulsby, 2015) appeared to coexist with acknowledged vulnerability in this sample 
of participants. Simultaneous expression of opposing parts created an overall sense of 
participant self-efficacy in the listener.  
Existing literature cites factors that may hinder resilience in Carers including; a negative 
outlook; focussing on irreparable change and loss, and actual or perceived loss of friendships. 
Donnellan et al. (2015) acknowledge the dearth of qualitative work to date examining factors 
associated with increased resilience in Carers. The current methodology demonstrates the 
value of the qualitative method in deriving rich data. Existing quantitative research reports 
the relative positive relationship between emotion and acceptance-based coping with lower 
levels of reported anxiety and depression in Family Carers who adopt these coping styles 
(Cooper, Li, Bradley, Shulman & Livingston, 2012). The authors showed that these modes of 
coping also predicted lower anxiety and depression levels at one year follow up. Comparative 
analyses exploring solution-focussed coping did not correlate significantly with 
psychological morbidity.  
The observed responses in the current study give rise to questions about the value and 
validity of considering Carers as resilient or non-resilient in a categorical manner. 
Participants in the current study demonstrated both vulnerability suggestive of lack of 
resilience described by Donnellan et al. (2015), and co-existing adoption of adaptive coping 
strategies explored by (Cooper et al., 2012). Gaugler, Kane & Newcomer (2007) 
characterised highly resilient dementia Carers as more accepting of informal support. 
However, observed responses in the current qualitative inquiry could be suggestive of the 





- Meaning Seeking 
Participants spoke of finding meaning in simple pleasures, their new identity as carer, regular 
escape from the monotony of caring and through ‘digging deeper’ by becoming involved in 
community activities. Participants consistently reported enjoyment of simple pleasures such 
as moments of interest sharing with their loved one with dementia, perhaps further 
representing the importance of continued relationship. Murray, Schneider, Banerjee & Mann 
(1999) assert the value of continued companionship in shared humour between Family Carers 
and their loved one with dementia.  
Participants were observed to speak positively of the value of their active role as Carer. 
Positive influence over the environment they shared with the PLwD was a source of reward 
for some (e.g. maintaining a comfortable home). Shim et al. (2012) assert the protective value 
of a subjectively valued role as Carer. Pinquart & Sorenson (2003) reported that enjoyment in 
the role as Carer related to reduced burden and depression. Participants in the current study 
reported deriving pleasure and a sense of wellbeing from several primarily social outlets. 
These included walking and other more formal means of maintaining involvement within the 
community, such as volunteering.  
Reported externally-focussed outlets for self-care offer contrast to other research findings. 
Toepfer et al. (2014) suggest that Family Carers seek meaning primarily via identification 
with their role as nurturing protector for the PLwD. They further assert that this relates to 
self-neglect among Carers. Prioritising of care responsibilities over all else may in part be 
related to beliefs that no other person is considered as well placed to meet the PLwD’s needs 
as the Carer themselves. Toepfer et al. (2014) draw parallels here between this dynamic and 
the fact children are born to one mother, vulnerable and in need of protection. 
On reflection, participant contributions relating to efforts made to take care of themselves 
contain echoes of the attachment based systems described by Heard & Lake (1997, p.68). 
Implications for policy drawing on this observation are explored later. Systems perspectives 
offer a bridge between the themes observed in participant responses, and their combined 
implications for clinical practice. The ‘meaning seeking’ element of observed responses 
exhibits similarities to the self-management (or self-care related) systems described by Heard 




 - ‘Keeping the Bright Side Out’ 
Participants consistently reported means of coping that impressed primarily as efforts to 
distance from difficult emotions. Examples included; acknowledgment of keeping busy, and 
maintaining a structured approach to the daily routine. Most participants spoke openly of 
conscious efforts not to think about problems they experience in the present or may 
experience in future.  Feelings of anger, guilt, frustration, and ambivalence regarding the 
future are reported to be core elements of the experience of providing care for a loved one 
with dementia (Chan et al., 2013). Managing these difficult feelings while sustaining the 
demands of caring may elicit a need for continued psychological defence in an effort to 
maintain mental well-being. 
Lazarus and Folkman’s (1984) model of coping offers a framework to support understanding 
of the dynamic observed in these responses. They describe coping as a dynamic and fluid 
process by which Carers draw on two main strategies to deal with illness-related adverse 
experiences. Emotion-focussed strategies are proposed as a means of altering the relational 
meaning of the stressor (e.g. distancing & denial), whereas solution-focussed strategies are 
based on action to change the environment to mediate the impact of the stressor (e.g. 
implementing structure in routine). On reflection, both strategies could be suggested to be 
active in the above (bracketed) example responses of participants in the current study. 
Mc Williams (2011) defines denial as a mental act of rejecting the fact that something is 
occurring based on a conviction that if an event is not acknowledged it is not happening. 
Lockeridge & Simpson (2012) conducted a qualitative exploration of the experiences of 
Family Carers for people with younger-onset dementia and identified denial as one of four 
core themes representing their attempts to cope. They assert the short term adaptive function 
of denial in the context of emergency or crisis but assert it to be likely unhelpful as a long-
term coping strategy. De Mattei et al. (2008) assert that the use of emotion-focused strategies, 
including denial, predict elevated anxiety and depression in Carers.    
Previous authors have described the beneficial functions of a positive attitude in the context 
of providing care for a loved one with dementia as a buffer against burden (e.g. 
Zauszniewski, Bekhet & Suresky, 2009). However, the current findings give rise to questions 
about the variable quality of these positive attitudes, potentially centring on (at times) 
superficial expression of strength versus existence of a fundamental personal code supporting 
resilience and coping. Again, as author, I find myself noticing the dual function of alternate 
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‘parts’ to participants in their description of efforts to cope with significant personal and 
emotional demands as Carer. A summary of the distress described by participants, and 
feelings primarily attributed to these demands, follows.    
 
5.4.4 Distress / Caregiver Strain 
 - Unchartered Waters 
Markiewicz et al. (1997) reported that Carers reporting anxious and ambivalent attachment 
styles reported greater emotional distress attributed to caregiving, and cited less social 
support. Observed responses of Family Carers who score high for attachment vulnerability in 
the current study concurred with this early research. Communication of distress was perhaps 
the most common observation across the interview data in the present inquiry. Participants 
tended to describe their experiences as set in the context of ongoing distress, and feelings of 
loneliness, they related to their loved one’s dementia and their personal provision of care. 
Participants were observed to hold a focus on the significant change, and especially loss, they 
had experienced in relation to their spouse’s diagnosis and adoption of their role as Carer. 
Participants consistently demonstrated a focus on lost relationship with the PLwD, with many 
citing recurrent heartache in continuing brief moments of connection. These findings concur 
with those of Chan et al. (2013) already cited centring on Family Carer experiences of 
distress and complicated grief.   
Participants in the current study also spoke of lost other relationships (including friendships) 
and increased social isolation. They were observed to generally hold a focus on their 
personal, internal experience of change rather than the overt changes directly attributable to 
PLwD disease-related behavioural challenges described by Peeters et al. (2007). Peeters et al. 
asserted that the largest proportion of difficulties cited by Family Carers were in this regard.  
Observed responses relating to distress in the current study generally concurred in their 
nature with the most widely accepted definition of Carer burden in the relevant literature.  
Zarit et al. (1986) maintain a focus on Carer’s emotional and physical health, social and 
financial status in consideration of the experience of Carer burden. Participants in the current 
study offered reflections centring primarily on felt emotional, social, and financial impact but 
generally neglected any focus on their own physical health.    
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Participants reported feelings of confinement and not feeling understood. They tended to 
place responsibility for ‘abandonment’ in the other when reflecting on loneliness, and 
frequently noted struggle to reach out to others. These observations give rise to further 
questions centring on the action of attachment-related systems in the experience of distress 
among Family Carers.  
 
5.5 Implications for Policy and Service Development 
 
5.5.1 Relationship 
The primary themes derived in the current qualitative inquiry provide insight into the 
perceived importance of the qualities of the relationships Family Carers hold with formal and 
informal support providers. Relating to providers sets the context for successful (or 
otherwise) seeking of, and sustained engagement with, support resources among Carers who 
obtain elevated scores on a measure of attachment vulnerability.   
Viewing of formal and informal support seeking as an attachment-forming experience offers 
a lens with which to inform future policy and clinical practice. The value of successful 
implementation of Kitwood’s (1997) person-centred care is well supported within the 
literature (Brown, 2016). The present study offers recommendation of a complementary 
frame of reference facilitating understanding of the dynamic relational psychological 
pathways through which barriers to adaptive support seeking could potentially be bridged.  
In the current study, participants’ sharing of feelings of aloneness in their pursuit of 
appropriate supports for their loved one further supports an argument for a proactive 
relational approach to service provision. Such an approach would have potential to foster 
trust among Family Carers experiencing distress.  Feelings of distress (including experience 
of guilt) and a perception of low empathy on the part of service providers, were consistently 
cited as barriers to support seeking. Co-existing reported beliefs that support is unavailable, 
and unreliable when attained, further highlight a need for improvement in the lived 
experience of Family Carers. Perhaps both formal and informal supports could better 
facilitate relationships in which feelings of trust may develop. These relationships could, in 
time, support a sharing of challenges and healthier expression of related difficult feelings. A 
guide to interaction-focussed change follows in the next section outlining specific 
recommendations for clinical practice. 
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Participants’ consistent claims of feelings of aloneness and there being ‘no one to ask’ are 
contrary to the asserted aims of the National Dementia Strategy (DOH, 2014) pertaining to 
proactive targeting of support for primary Carers. Perhaps a review of initiatives such as the 
recently established network of Dementia Advisors across Ireland would support better 
understanding of the service-level factors of influence in these reports of isolation and related 
despair.  From a service perspective; provision of a reliable, consistent, sensitive, and well 
informed identified contact for all families caring for a loved one with dementia would 
require allocation of significant resources. However, the potential to target multiple areas of 
need identified in the present study via a stable relationship informs a strong argument for 
this investment. The interrelationship of psychological systems already discussed, suggests 
the likely benefit of working to encourage secure relating to support providers to the 
functioning of Carer’s internal selfcare and management systems. Successful partnership 
between providers and Carers in the provision of support to PLwD could encourage an 
increased culture of collaboration in relationship, where one of frustration and sub-optimal 
relating may dominate at present.  
This desire for support on a foundation of relationship extended to calls for practical, 
tangible, tailored direction through relevant service pathways and provision of a road map 
among current participants. Perhaps successful early identification of a key contact (akin to 
the existing Dementia Advisor system in Ireland) could support a reduction in continued 
reports of Carers feeling lost in their necessary dealings with social, medical, legal, and 
financial systems (among others). These were commonly identified sources of distress by 
participants in the current study. A point of contact through which to direct queries and seek 
support was consistently cited as an area of urgent need among Family Carers in the present 
enquiry.  
  
 5.5.2 A Holistic Perspective 
Participant attitudes towards support seeking appear best understood in the context of the 
unique combination of personal strengths, reported sources of meaning, and coping strategies 
(or defences) drawn on when coping with unique sets of challenges eliciting distress. This 
dynamic interplay of phenomena does not lend itself to intervention via categorical ‘tools’ 
designed to fix specific sets of problems. An understanding of the needs of participants was 
developed via establishment of rapport and relationship (although brief) with the researcher 
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for the purposes of gathering data for current research. Perhaps the richness of experience 
communicated in this brief engagement across all participants serves to model the power of 
relationship where a listener (or service representative) is recognised as genuinely interested 
and working to create a sense of collaboration. Efforts to foster an impression of respectful 
informality were made, while remaining mindful of the potential effects of any perceived 
power differential. These comprise some of the factors the interviewer felt supported fruitful 
interviews deriving rich data. These observations in part inform later recommendations for 
clinical practice where relationship- (attachment-) based principles are applied to 
recommendations for constructive interactions with Family Carers. The strategies for 
relationship that follow are suggested with the intended audience (primarily mental 
healthcare professionals) in mind, but not limited to those with formal psychotherapeutic 
training. It is the author’s hope that a broad level approach to recommendations for practice 
may increase buy-in from service providers who are likely to find recommendations for 
practice designed to complement existing processes appealing.  
 
5.5.3 Implications Summary 
Current findings suggest scope for identification of Carers at risk of experience of distress 
and hindered support-seeking through assessment of attachment style. A holistic approach to 
understanding Family Carer’s unique needs and provision of support via deriving this 
understanding through relationship are suggested.   
Further, more specific implications were derived from Carer contributions. Some called for 
practical means of ensuring better information provision to Carers. This included repeated 
calls for increased information delivery via points of contact at dementia assessment and 
diagnosis stage.  Suggestions for continued provision of information included use of 
traditional modes of communication. One participant suggested that; given their age 
demographic, some Family Carers may have reduced access to online resources. Several 
Carers also made calls for increased emphasis on facilitation of interest sharing between 
themselves and their loved ones with dementia. This latter suggestion could inform targeting 
of the exploratory system element of the attachment systems, thus having potential to further 
bolster improved function across Heard & Lake’s (1997) intrapersonal and self-management 




5.6 Recommendations for Clinical Practice 
The translation of national policy to clinical practice is critical in achievement of evidence 
based best practice. The evidence-informed strategic planning already discussed should direct 
its real-world application. Attachment theory offers an empirically tested evidence base to 
support policy development in terms of the insight offered to understanding coping in the 
context of chronic illness or in giving (and receiving) care (Nelis et al., 2014). Published 
applications to practice informing front-line work with vulnerable populations could support 
this transition from policy to best practice. This section outlines potential to apply 
attachment-based principles to day-to-day clinical practice within services accessed by (or 
available to) Family Carers. It is assumed from this point that issues pertaining to proactive 
identification of Carers and facilitation of initial engagement with support-providing services 
has succeeded and contact with front-line staff is established. It is important to note earlier 
reported implications of the present research in terms of advocacy for a focus on initial 
contact. Participants called for improvements in how this contact is managed, and made 
optimal use of, and that appropriate follow-up is ensured.   
The primary aim of the current study was to seek an understanding of Family Carer’s 
experience of seeking support from the perspective of the Carer themselves. Attachment 
Theory has been adopted as a frame of reference to aid psychological science-informed 
professional understanding of these experiences. Application of well tested theory to 
consideration of the experiences of this vulnerable clinical group was pursued with the aim to 
inform clinical practice. Having related the observed responses to relevant previous research, 
and drawn parallels with attachment based-literature, specific attachment-informed 










5.6.1  Attachment Informed Interactions with Family Carers in Practice 
Heard & Lake (1997) cite John Bowlby’s early work reporting the prediction of security of 
attachment by the experience of supportive-companionable caregiving by attachment figures. 
They further explore the likely impact of the accepting, interested and cooperative pattern of 
relating that correlates with secure attachment on other related systems of self-management. 
This inter-dependency of systems (explored in depth in Chapter 2) supports the hypothesis 
that encouragement of attachment security by service providers (as group figures of 
attachment) could support related positive development across care-seeking, intrapersonal 
defence, and exploratory psychological systems in Carers. 
Holmes (2001) asserts the primary domain of Bowlby’s (1969,1982) attachment theory to be 
that of the Secure Base. Holmes extends Bowlby’s original conception of the Secure Base as 
referring to the figure to whom the child turns to when in distress to a more abstract 
representation of security within the individual psyche of adults. Family Carer experiences of 
adversity and distress can be conceived of as conditions under which any individual is likely 
to feel a need to seek out and find a secure base figure. Mikulincer & Shaver (2003) note the 
capacity for groups and even symbolic figures to become an attachment figure. Given the 
asserted optimal mental wellbeing correlates for Family Carers who demonstrate attachment 
security (Nelis et al., 2012), it follows that clinical practice would benefit from 
recommendations informed by relational factors asserted to promote attachment security.  
Holmes (2001) offers a more applied focus to attachment than earlier authors (e.g. Heard & 
Lake, 1997). Holmes asserts the optimal characteristics of a therapist seeking to encourage 
development of secure attachment representations in their clients. He states that a good 
therapist will remain sensitive and responsive, consistent, reliable, and psychologically 
minded. He later developed a psychotherapeutic model for Brief Attachment Based 
Intervention (BABI) based on this premise. However, broader-targeting of recommendations 
for potential implementation by multiple disciplines appears most appropriate in the current 
discussion. The central tenants of attachment-informed psychotherapeutic intervention offer 
scope to inform broader relationship-focussed clinical practice.  
Assuming contact has been established (following appropriate strategic outreach as discussed 
previously), an overall emphasis on building of relationship with Family Carers and PLwD 
could support development of meaningful person-centred care. This way of working with 
people considers the importance tailoring of care to best fit the individual’s unique 
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circumstances and set of personal values (Nolan et al., 2004). Specific aims of an appropriate 
relationship-focussed approach are derived from core components of attachment based 
intervention described by Holmes (2001) and summarised in Table 5.6.1 overleaf. The 
components chosen for inclusion here are those for which parallels can be drawn with the 
common-place, day-to-day nature of clinical contact of multiple health professions, and not 
limited to those with psychotherapeutic training. The author’s intention here is to portray a 
sense of the potential integration of core attachment-based principles and concepts with 
current practice, and indeed the experience of provision of informal support to Family Carers 
(FCs). These core principles and concepts are as follows; attunement, emotional proximity, 



















Table 5.6.1.: Summary of key aspects Attachment-based Intervention and suggested 
application to Day-to-Day Healthcare Professional Practice and informal support of FCs. 
Component  Brief Description and Suggested Application (bulleted) 
Attunement Empathic Responsiveness. 
- Listen to Family Carer’s feelings and pay attention to your 
own emotional reactions to hearing their experience. 
Emotional Proximity  Encouragement of emotional closeness.  







Create a working relationship. 
- Recognise that Family Carers will vary in the speed at 
which they might ‘let others in’. Acknowledge and respect 
these differing approaches to new relationships.  
 
Manage any ruptures to relationship with Family Carer. 
- Clearly acknowledge differences that arise and model 
honest, transparent communication in seeking of a 
resolution.  
Balance Remain neither too close nor too far. 
- Carers will differ in how they sustain emotional closeness 
with identified support contacts. Respect this difference 
and gently encourage a balanced approach in terms of 
closeness or distance over time. 
The Thinking Mind Let the Family Carer know you hold them in mind. 
- Think about what might be going on for the Carer and 
communicate your efforts to do so. Aim to ensure Carers 
have a sense of your genuine wish to understand their 
experience.  
Adapted from Holmes (2001, p.17) 
This outline of an attachment informed approach to engagement with Family Carers is 
proposed as a style of engagement with to complement existing practice founded on 
evidence-based policy. Translation of policy to altered practice and meaningful positive 
change in the lived experience of Family Carers (and those who support them both formally 
and informally) should be continually monitored and evaluated via research. 
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5.7 Strengths and Limitations 
5.7.1 Strengths 
The chosen method for the current research (Interpretative Phenomenological Analysis, or 
IPA) lent itself well to the nature of the enquiry. This approach provided for significant 
attention to the context in which participant experiences occur and have meaning. An emic 
perspective was facilitated, informing a sense of participants’ world view. IPA also allowed a 
systematic approach to interpretation, and one whereby the flexible process conducted could 
be documented and audited, for replication and confirmability purposes. A Senior Clinical 
Psychologist conducted an independent audit of the analytical process, complementing mini-
audits conducted by the Academic Research Supervisor.   
It was the author’s intent to implement rigour in procedure from conception of the study 
through to reporting of findings. Rigour has been demonstrated in several ways. Full 
consideration of ethical issues at the planning stage, and an effort to demonstrate a holding of 
focus from introduction of the phenomenon of interest through to reporting of 
recommendations and implications for practice is evident.  
Procedural rigour was further supported by inclusion of a reflective component throughout; 
countering bias with awareness in data collection and increasing transparency in 
interpretation. Ongoing monitoring of personal reactions as researcher was an important 
means of minimising bias in interpretation.  The attempts to ensure rigour in methodology 
outlined supports the asserted plausibility, credibility, and integrity of the study. 
On reflection; quantitative screening using a measure with empirically supported reliability 
and validity, supporting identification of an appropriate sample, was a further strength 
improving homogeneity of the sample. This element also gives confidence in asserting that 
the original research question has been appropriately addressed. The author intends that the 
narrative approach to communication of findings has aided clarity for the reader. Framing of 
findings within established theory, i.e. a frame of reference shared by many professions 
beyond Psychology, should encourage further research.   
It is the author’s opinion that a significant strength of the current methodology was its 
demonstration of the power of relationship in deriving rich information from participants. It 
seemed fitting that this observation was later held central to the reported implications and 
recommendations for practice.  
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5.7.2  Critical Reflection on Method 
Having acknowledged the strengths of the study, an exploration of its potential limitations 
follows. Reference to the frame for assessment of credibility, dependability, confirmability 
and transferability of qualitative research offered by Polit and Beck (2008) supports the 
following critique of the current design and method. The CASP (Critical Appraisal Skills 
Programme) online checklists (CASP-UK, 2017) also informed this appraisal.  
Hindsight has afforded reflection on the originally defined aim of the current study to explore 
Family Carer’s ‘attitudes towards’ support seeking. On reflection, use of the term ‘attitude’ 
feels value laden and potentially bias given the author’s acknowledged assumptions about the 
likely negative relationship between attachment vulnerability and consciously selected 
approaches to seeking support. A more benign title referring to Family Carer ‘experiences of’ 
or ‘approaches to’ support seeking could be argued for. However, it was felt appropriate to 
retain the original phrasing, with proper acknowledgement of its changed meaning for the 
researcher having developed a far richer sense of the experience of Family Carers for PLwD 
while carrying out the research. The author acknowledges that any future work I conduct in 
this field would benefit from the current experience of discovery. This current piece could 
have benefitted from increased foresight in this regard.  
Participants in the current study obtained elevated scores on a measure of attachment 
vulnerability (i.e. insecurity). Attachment Theory predicts the reported anxious (cautious), 
ambivalent, and at times avoidant strategies in relating when under threat.   However, it is 
important to recognise that direction of causation cannot be established by the current 
methodology which has important implications for recommendations for further research. It 
remains unknown whether the experience of providing care, and/or seeking support, for a 
loved one with dementia affects the Family Carer’s pattern of relating. The design employed 
in the current study could not test whether Carers with lesser attachment vulnerability would 
report support seeking experiences that are different from those reported by the current 
cohort. The study would likely have benefitted, in terms of dependability, from increased 
instances of contact over time with a greater number of participants.  
It is the author’s intention to have communicated the interrelating nature of the derived 
themes pertaining to Family Carer’s experience while providing a sense of their distinction. 
Researchers of a more structured persuasion would perhaps note some superficial overlap 
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between themes. Therefore, an effort has been made to highlight differences and explain the 
rationale for inclusion of elements within particular themes where appropriate. 
Qualitative methodology such as that implemented in the present study gives rise to potential 
for bias where interpretation of the subjective experience of others is central. The 
aforementioned reflection, and attempts to bracket feelings and assumptions as researcher 
throughout the research process, were attempts to monitor (and indeed use) this material to 
the benefit of the work. Member checking and independent audits by more than one 
Psychology peer would have supported greater confidence in the confirmability of reported 
themes.  
A similar approach to future research could perhaps benefit from a division of focus between 
either formal or informal support seeking. The intention of the current enquiry was to derive 
an understanding of the broad-level experience of seeking support. Participant-led definition 
of ‘support-seeking’ was also supported, within the limits set by the interviewer when setting 
the scene for interview. However; perhaps more targeted, specific implications would be 
derived from methodology drawing on experience of one or the other form of support 
seeking. Provision of a full description of the targeted concept of support seeking to 
participants at recruitment stage could further narrow the research focus, if so desired.  
Participant recruitment could also be reconfigured to support access to individuals who may 
not be accessing formal support systems. There was potential for inherent bias in the current 
methodology whereby participants were identified via their established engagement with 
older adult mental health services. Finally; mixed methods research could perhaps implement 
greater control for potential confounding variables such as varying socio-economic status 
across participants. 
On reflection, the author considers strengths to have outweighed limitations in the current 
enquiry. Perhaps what best supported the study’s integrity was the acknowledged good fit 
between the phenomena of interest and the analytical approach, and between the latter and 







5.8 Recommendations for Further Research 
The current research gives rise to questions not yet answered within the dementia care 
literature. The existing literature base does not offer insight into whether there may be a 
quality to relationships in the context of support seeking in dementia care that challenges 
fundamental feelings of trust in others. The current methodology did not support assertions 
regarding causal relations between attachment pattern and Family Carer outcomes. Perhaps 
longitudinal methods implementing controls for multiple potential confounds (e.g. including 
attachment style, wellbeing, social and environmental factors, prior to adoption of role as 
Carer) would provide further clarification. The present study highlights reflections regarding 
the noted contrast in the quality of interpersonal interactions pre- and post-adoption of the 
role of Family Carer. Longitudinal methodology monitoring change in patterns of relating 
(i.e. attachment) could perhaps identify vulnerability factors informing early intervention. A 
similar approach to future research could also perhaps benefit from a division of focus on 
either formal or informal support seeking. 
Carers in the present study consistently reported beliefs that support was unavailable, and 
unreliable when attained. Participants frequently reported beliefs that service providers 
demonstrated low empathy. They were also observed to place the responsibility for perceived 
abandonment (and related distress) in the other (i.e. the service provider). Continued mixed 
method evaluation of support provision would be likely to benefit from continued emphasis 
on qualitative methodology. These approaches could best inform the pathways through which 
barriers may be active in limiting the felt change to the lived experience of Family Carers.  
A focus of future research on the experience of loneliness seems warranted given it’s reported 
prominence among participants in the present study. Further questions arising here centre on; 
the potential positive or protective nature of self-reliance in certain circumstances of human 
adversity, the experience of guilt as a barrier to adaptive seeking of support and, whether a 
dispositional quality exists pertaining to valuing ‘the simple things’ among some Family 
Carers. The current participants were observed to indicate preference for formal or informal 
provision of support in equal measure. However, they reliably indicated a clear preference for 
one over the other. Further qualitative exploration would likely provide further insight into 




Calls for a change in approach to research with Family Carers is beginning to emerge. Brown 
& Brown (2014) advocate for a shift to a more balanced appraisal of the physical and 
psychological health outcomes for PLwD and their Carers in support provider’s information 
literature. This literature comprises the messages directed at Family Carers in adoption of the 
role and represents an opportunity to inform them of both positive and more challenging 
aspects of the experience arising from research. Brown & Brown (2014) cite caregiving 
related benefit in Carer health, wellbeing and longevity which certainly presented a surprise 
to the current author. Caregiving appears to be associated with both benefits and costs. The 
pathways through which these observations are supported could offer great insight to target 
improved outcomes for Family Carers.   
A lack of recognition of Parent Carers for people with younger onset dementia is evident in 
the literature. Given reports of higher levels of psychological distress and reduced coping 
among this group than in Carers for older people with dementia (Lockeridge & Simpson, 
2012), specific target of increased understanding of the experiences of this group could be 
prioritised.  Attachment-based research with this cohort could offer scope for exploration of 
the impact of prolonged parenting of adult-children and the evolving relationship dynamics 
therein.  
A broader call for more research adopting a systems perspective, perhaps drawing on 
attachment theory is appropriate given the scope for its application demonstrated here. The 
inter-relationship of attachment systems described represents significant scope for continued 
research. It is the author’s opinion that continued focus on relationship holds scope to support 
a bridge between the insights gained from lived-experience oriented (qualitative and mixed-
methods) research, and their combined implications for clinical practice. 
The author advocates for continued qualitive research methodology given its observed benefit 
in the current research. It has offered a window into the dynamic, flexible and at times 
counter-intuitive inner experiences of Family Carers through acknowledgement of their 
unique context. The observed dual function of alternate ‘parts’ to participants in their 
description of efforts to cope with significant personal and emotional demands as Carer calls 





5.9 Chapter Conclusion  
This chapter has summarised the super- and sub-ordinate themes derived by this 
Interpretative Phenomenological Analysis of Family Carer’s attitudes towards support 
seeking. Findings have been set in context by a critical summary of their relationship to 
existing literature. Critique of the methodology of the current research complements the 
preceding discussion, which together inform a summary of implications and 
recommendations for future research. The author’s final reflections on the research process 






















My perception of the experiences of Family Carers for People Living with Dementia has been 
shaped, and forever altered, by the process of conducting this research. Early reflections on 
my own potential bias (noted in a research journal prior to, and during, meeting with 
participants) centred on predictions of poor coping and help seeking behaviours among those 
who obtain elevated scores for attachment vulnerability. The research taught me to fully 
appreciate the bi-directional nature of relationships between support providers (including 
service providers) and Family Carers.  
A shared responsibility exists to support cooperative partnership between provider and 
recipient to facilitate the best outcomes for the Person Living with Dementia. I note the 
relative denial of the voice of the PLwD in the field. This is likely often attributed to very real 
lack of capacity to participate in research due to symptoms of the illness. Family Carers hold 
enormous responsibility in providing this voice while coping with the personal (emotional, 
social, financial, and other) challenges they face. Formal and informal support providers are 
tasked with the responsibility to approach these individuals with something beyond empathy 
alone. An awareness that we cannot hold an adequate frame of reference to understand their 
experiences without having lived them ourselves, and communication of genuine interest in 
getting to understand better, could lead to productive partnership over time.  
As Scientist-Practitioner, this research has affirmed recognition of the value of relationship in 
both developing understanding and implementing change for those who face significant life 
challenges and require meaningful personal-level and formal support. Stable relationship 
offers a platform for meaningful change and one where mistakes (inevitable in any human 
endeavour) can be tolerated, survived, and learned from. By way of translation to the 
language of policy; ‘meaningful change’ takes the form of measurable or observable 
improved outcomes following evidence based intervention that is directly aligned with the 
target person’s need. This research offers a central recommendation regarding building of 
relationship to inform clinical practice and inspire further research to help attain this aim for 
Family Carers for people living with Dementia.  
I wish to especially acknowledge the twenty Family Carers who gave of their limited spare 
time to participate in this research, particularly those who completed interviews. You steered 
into difficult, ongoing, personal experiences with openness and honesty, oftentimes with a 
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Family Carer Attachment Research, 
C/o Ravenscourt Day Hospital, 
St. Finbarr’s Hospital, 











Many thanks for your expression of interest in taking part in the Family Carer Attachment research 
mentioned to you recently by Dr. Siobhan Shine.  
As promised on the phone today; I have enclosed an information sheet, a consent form, and the 
Feelings About Relationships Questionnaire. I ask you to please return this completed questionnaire 
to me at the address above. 
I hope to invite some people who return questionnaires to take part in an informal interview in the 
Autumn and will be in touch with you again about this. 
Your interest is very much appreciated. We hope to be able to inform future clinical practice with 
the valuable information you and other Family Carers can provide. Please do not hesitate to contact 




     
Dermot McMahon, 




Appendix B (i) 
Participant Information Sheet 
Research Title:  
Attachment and Attitudes Towards Support Seeking in Family Carers for 
People Living with Dementia. 
 
Dear Family Carer, 
Psychologists have shown that humans develop long-lasting patterns in how they interact and relate 
to other people based on their early relationship experiences. These learned ways of relating to 
others are called a person’s ‘Attachment Style’. Attachment styles are considered to range on a scale 
from secure to more insecure ways of relating. Attachment style has been shown to influence 
personal wellbeing, including in terms of how a person gives care to others and seeks support for 
themselves. Those with a secure attachment style have been shown to be more likely to seek 
support from others and report better personal wellbeing. 
This study aims to explore the experiences of those who care full-time for a family member or hold 
part-time employment but identify primarily with their role as a carer. The study has two stages. 
Family Carers for People Living with Dementia will first be invited to complete a questionnaire 
measuring their Attachment Style. Some Family Carers will then be invited to participate in stage 
two, an informal interview lasting approximately 60 minutes. The interview will be audio recorded 
and you will be offered the opportunity to review the recording before your contribution is made 
anonymous for inclusion in the research. 
If you are invited to interview and choose to participate; I will then contact you to arrange a 
convenient time and place to meet. This may be at your home or at the HSE Older Adult Service, 
whichever you prefer.  
At the interview you will be asked about your experiences as a Family Carer and about your attitudes 
towards seeking and receiving support. You will be asked what you find helps you to seek 
appropriate support, and what might make that difficult. You will also be asked questions relating to 
how you take care of yourself. A summary of what you share at the informal interview will be made 
available to you should you wish to review (and/or edit) your contribution before it is used in the 
research. The recording of your interview will be held in a locked container for a short time before it 
is transcribed to anonymous written format. The audio recording will then be deleted.       
 
Confidentiality 
The information you provide will be used in a thesis as part of the Doctoral programme in 
Clinical Psychology at University of Limerick. This research may be reported in an article for 
publication in the future. Personal identifying information will be removed or edited so that 
you or your family member cannot be identified. Your information will be treated in the 
strictest of confidence and destroyed upon completion of the study. The only exception to our 
confidentiality agreement would be if you were to report any risk of harm to yourself or 
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others. In this case I would consult the Clinical Psychologist on your team and other 
appropriate professionals to ensure the safety of all involved. You would be informed of any 
such contact. This is in line with the best practice standards of your Psychology service.    
 
Voluntary Participation: 
You are under no obligation to participate in this research study. Given the potentially sensitive 
nature of some of what we may discuss you are asked not to participate at this time if you are 
currently engaging with a Psychology service in relation to your own mental health needs. You can 
still be fully involved with your HSE services without participation in the research. If you consent to 
participate in the research and at a later date wish to withdraw from the study, you are free to do 
so, while still continuing to engage with HSE services as normal.  
 
Further Information 
This research is being conducted to explore Family Carers’ experiences of support seeking and taking 
care of themselves. We hope to inform future service provision and your input in that process would 
be very valuable. If you have any questions about the research study, please do not hesitate to 
contact the lead investigator- Dermot McMahon, Psychologist in Clinical Training on 086XXXXXX. If 
you chose to participate please keep this number handy should you wish to receive a copy of the 
final report. You will be provided with a summary by post. 
 
If you would be willing to participate please return the enclosed questionnaire to the address on the 
cover letter. The conditions of your consent to participate are outlined on the summary of the 
consent process (also enclosed). You can signal your consent to participate simply by returning the 
questionnaire to the address on the cover letter. Please do not put your name on the questionnaire 
as they are to remain anonymous. You will be identifiable only by your unique code and only the 
lead researcher will have access to the key to this code.  Should you later be invited to interview, we 
will seek separate consent at that time. This is to secure against your information being at risk of 
becoming lost in the post. 




     
Dermot McMahon, 
Psychologist in Clinical Training,  
University of Limerick 
     
Dr. Simon Wale, 
Senior Clinical Psychologist & Lead Co-




Appendix B (ii) 
 
Attachment and Attitudes Towards Support Seeking in Family Carers for 
People Living with Dementia. 
 
Informing Consent for Completion of Questionnaire 
 
In returning the enclosed questionnaire by post I confirm that: 
• I have read the information sheet and that this study has been fully explained to me. 
• I know that participation is voluntary and that I can withdraw my consent to 
participate at any time. 
• I understand that my identity will be protected. I will not be asked to sign my name to 
any questionnaires or give identifying information. I understand that it is for this 
reason that I am not being asked to sign this form. I am signalling my consent to 
participate by returning the enclosed questionnaire (VASQ) by post. 
• I understand that all information relating to my involvement will be kept in a locked 
container and only accessed by the investigator and supervising Senior Psychologists. 
This information will be destroyed upon completion of the research. 
• I understand that if I have any questions that I can contact Dermot McMahon on 
086XXXXXX or Dr. Simon Wale (Senior Clinical Psychologist and Lead Co 
Invesigator) on 061 483 779. 
• I understand that if I have further queries concerning my rights in connection with the 
research, I can contact either the;  
Clinical Research Ethics Committee of the Cork Teaching Hospitals, Lancaster Hall, 6 Little 
Hanover Street, on 021 4901901 (if I live in Cork) Or;  
The HSE Mid-Western Regional Hospital Research Ethics Committee, Patient Safety & Quality 
Directorate, 3rd Floor Nurses Home, University Hospital Limerick, Dooradoyle, Limerick on 061 
482519 (If I live in Limerick). 
In returning the questionnaire I give my consent to participate and allow the results to be 






Appendix B (iii) 
Research: Attachment and Attitudes Towards Support Seeking in Family Carers for People 
Living with Dementia: Plain Language Information for Participants 
Dear Family Carer, 
Psychologists have shown that humans develop long-lasting patterns in how we interact and 
relate to other people based on early relationship experiences.  
These learned ways of relating to others are called our ‘Attachment Style’.  
Attachment style has been shown to be related to the sense of wellbeing people have.  It is 
also shown to affect how we give care to others and seeks support for ourselves.  
This study aims to explore the experiences of those who care (or have cared in the past two 
years) full-time for a family member or hold part-time employment but identify primarily 
with their role as a family carer.  
The study has two stages:  
1) You will be invited to complete a short questionnaire measuring Attachment Style.  
 
2) Some of those who return the questionnaire will then be invited to participate in an 
informal interview lasting approximately 45-60 minutes.  
 
If you are invited to interview; you would be asked about your experiences as a Family Carer 
and about your experiences of seeking and receiving support. You would also be asked 
questions relating to how you take care of yourself. The interview can either take place at 
Ravenscourt Day Hospital at St.Finbarr’s Hospital or at your home, whichever you prefer. 
Your participation is completely voluntary and the information you share would be 
treated in strict confidence. Your access to HSE services would be in no way affected 
should you choose not to take part.  
More detailed information about the study, including further information about 
confidentiality is enclosed.  
Yours Sincerely 
 
     pp  
Dermot McMahon,       Simon Wale, 
Psychologist in Clinical Training,     Senior Clinical Psychologist, 






Attachment and Attitudes Towards Support Seeking in Family Carers for 
People Living with Dementia. 
 
Semi Structured Interview Proposed Format and Questions. 
Guidelines 
• The semi structured interview will be led by a skilled facilitator. However, the direction 
of questioning is shaped by participant’s responses.  
• The facilitator will communicate the service confidentiality protocol and limits to each 
participant. 
• The interview will last approximately 45 minutes to one hour. 
• The facilitator has a responsibility to adequately cover all targeted information areas 
within the time allotted and  
• The facilitator will provide maximum opportunity for participant to tell their story. 
‘Tangents’ can be very valuable & informative. 
• The facilitator's goal is to generate depth in understanding of the participant’s perspective 
in relation to the target areas. 
Part 1: Introduction & Scene Setting 
• Welcome, establishing comfort, bathroom location (clinic based interviews only), and 
housekeeping.  
• Consent form and plain language statement to ensure the participant is clear about the 
research agenda and background to the study.  
• Acknowledgment of the audio-recording device, explanation of how data will be used and 
stored, and demonstration of verbal or physical signal if the participant wishes recording 
to stop at any time. 
• Participants will be reminded of the voluntary nature of participation and their right to 
withdraw. 
• Statement of confidentiality. 
• Scene setting and reminder of research aims:  
• Opportunity for participant to ask questions. 
Part 2: Semi Structured Interview Schedule (prompts in italics for use if necessary) 
Target information areas: 
• Introduction/Background- Perception of experiences as a Carer. 
• Experience of seeking (and receiving*) support. 
o Target Research Question 1) What is the role of the support recipient (family 
carer) in cultivating or hindering support processes and positive support 
outcomes? 
o Target Research Question 2) What facilitates adaptive support seeking 
behaviour in family carers who self report attachment insecurity? 




o Target Research Question 3) Do family carers for PLwD who report 
attachment insecurity demonstrate maladaptive beliefs regarding support 
seeking? 
• Attitudes towards self-care. (15 mins approx.?) 
o Target Research Question 4) Is prioritizing of selfcare a reality for family 
carers who report attachment insecurity?   *sub-target 
Example Questions 
 
In line with the intended methodology for analysis (IPA); questions will be modified in light 
of prior participant responses. This reflects the intention of the investigator to adopt a 
respondent-as-expert approach to the interviews. 
1) Please tell me about your experience of caring for X (PLwD name) 
How do you feel about providing care for X? How does it affect your life? 
Have there been positive things about your experience of caring? 
Have there been negative aspects of your experience of caring? 
2) Who supports you in caring for X? 
Support Seeking: Have you sought support? (Formal/Informal?)  
If Yes: What has that been like?  
Has it been easy or difficult to accept what support is available? 
If No: Are there particular things that have prevented you seeking or receiving help? What 
might make that easier? 
3) How might you (further) develop your access to supports? 
*participant may require investigator to define supports (i.e. formal and informal support.) 
4) How do you take care of yourself? What things do you do to take care of yourself? 
Do you find you are able to make looking after yourself a priority? Is that important? 
  
Part 3: Closure Check- In 
• How did participant find today’s interview? 
• Re-inform participant of availability of follow-on support from the respective Older 
Adult Service (as agreed). 
• Thank participant and invite final questions. 
If the participant has any queries or requires follow up, they are advised to approach Dermot 
McMahon (Investigator) at this time or to call Simon Wale/Judy Wall (Lead Co-investigators 










Attachment and Attitudes Towards Support Seeking in Family Carers for People 
Living with Dementia. 
 
Interview Participation Consent Form 
 
I confirm that: 
• I have read the information sheet and that this study has been fully explained to me. 
• I know that participation is voluntary and that I can withdraw my consent at any time. 
• I understand that my identity will be protected. I will not be asked to sign my name to 
any questionnaires or give identifying information. 
• I understand that all data will be kept in a locked container and only accessed by the 
investigator and supervising Senior Psychologists. 
• I understand that the information I give at the interview will be audio recorded and 
that all this information will then be transcribed and stored in written format. This 
written record will be made anonymous by the removal of all identifying detail and 
audio files will be deleted following creation of the anonymous written record. 
• I understand that I will be offered the opportunity to review a written summary of my 
interview and to edit its contents before it is included in the research.   
• I understand that if I have any questions that I can contact Dermot McMahon on 
086XXXXXX or Dr. Simon Wale (Senior Clinical Psychologist and Lead Co 
Investigator) on 061 483779 
• I understand that if I have further queries concerning my rights in connection with the 
research, I can contact either the; Clinical Research Ethics Committee of the Cork 
Teaching Hospitals, Lancaster Hall, 6 Little Hanover Street, on 021 4901901 (if I live in 
Cork) Or; The HSE Mid-Western Regional Hospital Research Ethics Committee, 
Patient Safety & Quality Directorate, 3rd Floor Nurses Home, University Hospital 
Limerick, Dooradoyle, Limerick on 061 482519 (If I live in Limerick). 
I hereby give my consent to participate and allow the results to be analysed and used in future publications if 
required: 
Signature:    Name (in block capitals):      






















Debriefing Information Sheet 
 
Attachment and Attitudes towards Support Seeking in Family Carers for 
People Living with Dementia: A Qualitative Enquiry. 
 
Thank you for your participation. Your participation is greatly appreciated and helps us in our 
research. In this study we explore how a Family Carer’s attachment security or insecurity 
may relate to their reported experience and attitudes towards support seeking and self care. 
By participating in this study, you have experienced how social psychological research is 
conducted. Procedures such as those used in the current study are of great importance for this 
research. Also, if you think of conducting research yourself in your career or as part of your 
own study, participation in this study may give you insight into how you can put this into 
practice. 
If you have further questions or wish to get more in depth information on any aspect of the 
study, you can contact the researcher via email using the address: 
DermotJ.McMahon@hse.ie, or by telephone on: 086XXXXXXXX.  
Your participation is greatly appreciated. Your contribution has helped to improve our 
understanding of factors that may influence support seeking and self-care behaviour in family 
carers.  
 
If you have any concerns about this research please contact: 
The HSE Mid-Western Regional Hospital Research Ethics Committee, Patient Safety & Quality 
Directorate, 3rd Floor Nurses Home, University Hospital Limerick, Dooradoyle, Limerick Tel: 061 
482519. 
Sincere thanks for your participation, 
      
Dermot McMahon, Psychologist in Clinical Training & Lead Researcher 














































Emergent Theme Analysis (at within-case level) 










Stage 2:  














































































Appendix G7 Superordinate Themes Summary 
 
• Superordinate (A)– Focus on Relationships with Support Providers (Formal & Informal) 
• Superordinate (B) – Focus on Nature of Desired Support  
The above are understood in the context of; Coping, Self-Care & Defence (Superordinate C) 
when in Distress (Superordinate D) 
*An outline of the subordinate themes with associated supporting emergent themes follows:  
A – FOCUS ON RELATIONSHIPS WITH SUPPORT PROVIDERS (FORMAL & INFORMAL) 
Subordinate A 1: “CAUTION AS MAINTAINING CONTROL” 
• Impact of Early Support Seeking Experiences 
• Ambivalence in Reaching Out (Seeking & Avoidance) 
• Pragmatic / Guarded / Measured consideration of who is ‘let in’. 
• Cautious mistrust 
Subordinate A 2: “The Business of Support Seeking”  
• Guilt in acceptance of support. 
• No-one understands; a wish to feel heard. 
• Self as primary Caregiver. 
B – FOCUS ON NATURE OF DESIRED SUPPORT 
Subordinate B1: “WISH FOR TANGIBLE, PRACTICAL, TAILORED DIRECTION; A ROAD MAP” 
• Wish for tangible support and practical advice.  
• Wish to feel heard, for recognition of wishes.  
• Meaningful support is on a basis of relationship  
C- CONTEXT – COPING, SELF-CARE & DEFENCE
Coping & Self Care 
Subordinate C1:“A PERSONAL STRENGTH”  
Reliance on self / inherent resources 
Faith, Inner Strength & Acceptance 
Subordinate C2: “MEANING SEEKING”-  
“The Simple Things” 
Need for Escape 
A new identity, pride in role 
“Digging Deeper” 
Defence 
Subordinate C3: “KEEPING THE BRIGHT-                               
        SIDE OUT” 
A rational decision to cope 
‘Not Thinking’ (about the future)  
Concealing Upset 
Methodological Approach / Emotional 
Distancing 




D – DISTRESS / CARE GIVER STRAIN 
Subordinate D1: “UNCHARTERED WATERS” 
• Change and Loss (of relationship(s) and self) “A Detachment” 
• Abandonment and Loneliness 
• Burden & Responsibility  
• Unfairness 
• Confinement  
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